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Dr. USDIN: The awareness of the im- 
portance of closer liaison between the 
medical and legal professions has been in- 
creasing. With this awareness has come 
recognition of numerous defects in this 
relationship. Some cognizance has _ been 
taken of the basically different philoso- 
phies and techniques of medicine and law. 
Each profession has stressed its own 
methodology and clung to it with marked 
tenaciousness. Law’s method is essential- 
ly that of the advocate or adversary pro- 
cess, while medicine utilizes an eclectic 
scientific method. 

Physicians owe to society not only rec- 
ommendations for improving the under- 
standing between the two professions but 
also advice concerning appropriate stand- 
ards. Obviously we could contribute much 
to improving a system which often pro- 
duces injustices to a party litigant, who 
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is the ultimate victim whenever the best 
in law and medicine are not combined. 
The law complains not only of incompre- 
hensible but also occasionally of incom- 
petent testimony of physicians in legal 
medicine. On the other hand, physicians 
complain of being subjected to ridicule, of 
the adverse circumstances under which 
they appear, and of having to conform to 
legalisms. One of the biggest obstacles in 
the relationship of law and medicine has 
been the difficulty of communication be- 
tween practitioners of law and medicine. 
This difficulty—this inadequate commu- 
nication system must really be considered 
one of semantics. Each profession relig- 
iously guards and attempts to adhere to 
its own vocabulary. A better knowledge 
of each other’s discipline and problems 
can help this defect. We should learn 
the rudiments of each other’s discipline 
and try to simplify our language when 
interprofessional exchanges occur. 
Fortunately, strides are being made to 
overcome the aforementioned: medico- 
legal conferences, symposiums, courses 
and lectures have been developed through 
the cooperative effort of bar associations, 
medical societies, and law and medical 
schools. These cooperative efforts stem 
from a realization that our separate codes 
of living in the two professions are no 
longer sufficient —that we must have 
some form of interprofessional code of 
life as well, In recent years, Tulane’s 
School of Medicine has given a brief lec- 
ture course in forensic medicine to its 
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medical students. The Department of 
Psychiatry especially has taken a torward 
step in having a five-lecture course in 
legal aspects of psychiatry for _ psychi- 
atric residents; our symposium this atter- 
noon is the final aspect of the course. 

We are especially fortunate to have on 
our panel this afternoon three outstand- 
ing tigures in Louisiana law. Our first 
panelist is Judge Rene Viosca. Judge 
Viosca, a judge of our Civil Court for 
many years, is a former United States 
District Attorney. I can comfortably 
state that he is recognized as one of our 
state’s foremost jurists. Our second par- 
ticipant will be Mr. Richard Montgomery. 
Mr. Montgomery is the senior partner of 
Montgomery, Barnett, Brown, Sessions 
and Read, past president of the Louisiana 
State Bar Association, and recognized as 
an outstanding figure in medico-legal 
practice. Our third panelist is our pro- 
gressive District Attorney, Leon Hubert. 
Prior to becoming District Attorney of 
Orleans Parish in 1954, Mr. Hubert was 
a Professor of Law at Tulane and has 
been a part time Law Professor since 
1954. 

Our first speaker, Judge Viosca. 

JUDGE VioscA: Dr. Usdin, ladies and 
gentlemen: I gather from the introduc- 
tory remarks as well as from comments 
that I have heard, and also from state- 
ments in publications dealing with psy- 
chiatry and the law, that there seems to 
be considerable misunderstanding as to 
the judges’ functions, the lawyers’ func- 
tions and the expert witnesses’ functions 
in the judicial trial. I shall attempt to 
explain to you in the time allotted to me 
for introductory remarks, the part that 
each of these persons, or parties, plays 
in a trial. 

A judicial trial, of course, has as its 
object a determination of the truth. 
Whether the case is tried by a judge or 
by a jury, the facts must be presented 
and established. I am referring to facts 
as distinguished from law. The facts are 
presented by lawyers who put witnesses 
upon the stand. Sometimes they use lay 
witnesses only. Occasionally, they use ex- 
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pert witnesses, whether they be physi- 
clans, lawyers, engineers, surveyors, or 
whatnot. After the facts are ascertained, 
the judge must apply the law to those 
facts; and, of course, the law, at least in 
our jurisdiction, is said to be the ex- 
pression of the legislative will. The judges 
do not make the law; they simply inter- 
pret and apply it. The same is supposed 
to be true ot the Federal Courts, altnough 
it does not always work out that way. 
Occasionally, judges will make law where 
the law is not clear, and in some cases 
interpret it to their own satisfaction. 
Ordinarily, a witness placed upon the wit- 
ness stand can testify only to facts. He 
is not permitted to express opinions. That 
function is left to the judge or jury. The 
expert witness is one of the exceptions to 
that rule. The expert may testify to 
facts. For instance, if he is the treating 
physician he must testify as to his treat- 
ment and the condition of the patient as 
he found him, etc., but he is also per- 
mitted to go beyond facts and express an 
opinion. Sometimes experts know none 
of the facts of the case at all, but they 
are permitted to answer hypothetical ques- 
tions based upon an assumed statement 
of fact. While the expert is permitted to 
express an opinion, the opinion is not 
binding on either the jury or the judge. 
It is considered along with all other evi- 
dence. If the jury concludes from the 
facts that it does not agree with the opin- 
ion of the expert, of course, it, being the 
final arbiter, reaches its own conclusion 
as to the outcome of the case. The same 
applies to the judge. The big difficulty, 
and I believe this is what has caused most 
of the misunderstanding, is that we are 
compelled time after time to disregard the 
opinions of the experts because they are 
not grounded on the facts in the case as 
found by the judge or jury. You, as an 
expert, do not have investigators, you do 
not have the subpoena power, you do not 
have the facilities we have in bringing in 
necessary witnesses, having them vigor- 
ously cross-examined by counsel, putting 
together the parts and finally determining 
what the facts are. Generally, you get 
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your facts either from members of the 
family, as in commitment cases and in- 
teraicuons, or other matters of that kind, 
and often from the lawyers in the case 
in other types of litigation. Of course, 
lawyers are not witnesses, they are ad- 
vocates. They are employed to present in 
the most favorable light the side of their 
particular client; and they may, in em- 
ploying the expert, give to him the facts 
they think they are going to be able to 
establish in a court of justice. But when 
the case is tried, the jury or the judge 
may find that those are not the facts at 
all and of course must disregard the 
opinion of the experts. In most cases the 
expert, if given the same facts as the 
judge finds them, would probably reach 
the same conclusion as the judge. 

Now, I will give you an illustration of 
how important it is to know what the 
facts are by citing a commitment case 
I tried a few years ago. It was before 
the present coroner was in office. The 
hearing was held at the Mental Disease 
Hospital (no longer in existence) where 
the judges always held court in order to 
avoid the necessity of bringing these poor 
unfortunates to court. This particular 
lady patient, whose commitment was 
sought, had asked the Coroner for the 
privilege of talking to the judge. Actu- 
ally we interview them all anyhow. I 
looked at the record in this case and all 
the record showed was that some years 
before she had had a nervous breakdown 
and was treated as an out-patient by 
Charity Hospital. She was now brought 
to the City Mental Hospital some eight or 
ten years later for treatment because her 
husband said she was mentaily incompe- 
tent. The record showed that she had 
the delusion that she had money in the 
bank and that her husband was trying to 
get it out of the bank. When I inter- 
viewed the lady, she seemed to be in full 
possession of her faculties. She said that 
she did not know why she was there, that 
she was treated once before but she was 
well, and that her husband was trying to 
have her incarcerated in a mental hospital 
so he could get her money. I inquired, 
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“You say you have money?” and she re- 
plied, “Yes.” I asked where it was and 
she gave me the name of a large New 
Orleans bank. I inquired, “What branch?” 
and she said, “The main branch.” I asked, 
“How much do you have?” and she gave 
me a specific figure, we will say it was 
$8,411.30. I inquired if she thought her 
husband was trying to get this money 
and she answered, “Yes, he has gone 
down there with my book and tried to 
draw the money out.” So, after she 
stepped out, I asked the _ psychiatrist 
whether he had made any effort to check 
these facts because her story had a ring 
of sincerity. Of course, I know most of 
these stories do appear sincere, but usual- 
ly these patients have delusions that have 
no basis in fact at all; I could give you 
some very interesting cases of that kind. 
In this particular case I thought it my 
duty either to set a hearing in court and 
subpoena the records of the bank or en- 
deavor to secure the information by tele- 
phone. I spoke to the officers of the 
bank by telephone and told them that 
unless we could get the records I would 
issue a subpoena, but they could treat my 
request as an oral subpoena. So they put 
the clerk on the telephone, and I asked 
if the bank had an account in the name 
of this lady. He checked and found that 
they did. I asked, “‘How much?” and he 
replied, $8,411.30,” the exact figure the 
lady had given me. I asked, “Well, now, 
has anybody been trying to get that 
money out?” He answered, “Yes, her 
husband has been around here several 
times; he even brought her book trying 
to get it out.” So there went the “de- 
lusion.” It was an actual fact, and with 
that out of the case, there was nothing 
left except this prior treatment as an out- 
patient some years before. Now, I have 
no doubt if the psychiatrists had known 
the true facts they would have immedi- 
ately said there was nothing to this case. 
Probably they had so many cases there 
that they did not have an opportunity to 
observe all of them as thoroughly as they 
should, or they would have probably come 
to the conclusion that she was all right 
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in spite of the alleged delusions. There 
was the case of an opinion, a doctor’s 
testimony, that the patient had a delusion 
‘when in truth and fact she did not have 
a delusion. We get a great many cases 
of that kind, not only in the field of psy- 
chiatry but of other branches of medicine. 

I had one case in which a Negro had 
his hand crushed and he was suing for 
workman’s compensation. His hand ap- 
peared misshapen. His lawyer put on the 
‘stand an expert who testified that he was 
an orthopedist, and this man could not 
possibly do any work and never would be 
able to do any work. Under cross-exami- 
nation, the attorney for the insurance 
company put him out on a limb. The 
orthopedist testified that there was no 
question, that the workman could not 
have done any work in the past and would 
not be able to do any in the future. When 
the Negro was on the stand, the attorney 
cross-examined him, and the witness in- 
sisted he could not and had not worked 
at all since the accident. Finally, the at- 
torney showed him a signature on the 
back of what turned out to be a check, 
and he admitted it. The attorney asked, 
“Now, were you not paid for one week’s 
work?” He replied, “Oh, I do remember. 
I tried to work a week and had to quit.” 
Finally, the attorney produced one check 
after another, and it turned out the man 
had never lost a day’s work at all. He 
had earned the same pay, had lifted 
weights of 300 lbs. Meantime, the expert 
had left the courtroom. He _ probably 
thinks I did not believe him. But his 
opinion was grounded on the facts as he 
understood them. He thought this man 
had never worked when the truth of the 
matter is that he had always worked. 
Well, I asked the Negro, “As a matter of 
fact, you never lost a day’s work. Is that 
it? Did you tell that to the lawyer?” 
“No.” “Did you tell that to the doctor?” 
“No.” “In other words you just framed 
this case.” He answered, “Yes.” I said, 
“All right, I will dismiss the suit.” I had 
the testimony written up and sent to the 
District Attorney. The Negro was in- 
dicted by the Grand Jury for perjury and 
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given two years in the penitentiary. That 
case illustrates the importance of know- 
ing your facts. Now, how you are going 
to get them? I do not know. You do not 
have any agency like the FBI at your 
disposal to go out and get the facts. 
Lawyers, I suppose, do exhaust them to 
the best of their ability and with this dis- 
covery procedure we now have are in a 
better position to tell you what the facts 
are. If you are asked hypothetical ques- 
tions based on an assumed statement of 
facts, you get into even more trouble be- 
cause you might have to make fifty dif- 
ferent kinds of assumptions, depending 
on which witness the jury or the judge 
will believe in the end; for if it is found 
that any material fact is different from 
the one assumed, we must brush aside 
the opinion, because we do not know 
whether you would have the same opin- 
ion if you knew that additional fact. Now, 
that is one of the problems you are going 
to have to solve—How are you going to 
get the facts as the judge or the jury will 
ultimately find the facts to be? 

Another criticism I have heard, and 
Mr. Montgomery may be able to take care 
of that, is the vigorous cross-examination 
to which experts are subjected in court. 
I do not suppose there is any solution to 
that. In the case of lay witnesses, cross- 
examination frequently uncovers perjury, 
hearsay, lack of knowledge or error on 
the part of the witness. We have to al- 
low a reasonable amount of latitude, and 
of course the same goes for expert wit- 
nesses, in order that it may be ascer- 
tained whether there is error in the opin- 
ion or whether the opinion would be 
changed in the event other facts are as- 
sumed. But we must permit reasonable 
cross-examination. We try to have the 
lawyers do it in a courteous way, but 
sometimes we cannot control them. We 
have all kinds of lawyers at the bar, just 
as you probably have all kinds of doctors 
practicing. And when you find that the 
court permits a rigorous cross-examina- 
tion it does not mean that the court lacks 
confidence in you and frequently does not 
mean that the lawyer has no confidence 
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in you. He is trying to do his best as an 
advocate for his client to get what he 
can favorably into the record. Sometimes 
writers of publications seem to place the 
lawyer and the doctor in the same cate- 
gory, but they are not. The doctor is a 
witness, the lawyer is simply an advocate. 
I have seen many a lawyer try a case 
and make a brilliant argument, but if 
after it is over, you put him on the wit- 
ness stand under oath, and ask him, “Do 
you believe your client has a good case?” 
he would say “No,” notwithstanding his 
long argument in favor of his client. But 
you experts are witnesses, not advocates. 
You are testifying, you are giving an 
opinion that you honestly and sincerely 
believe is the proper opinion to be ap- 
plied to the particular set of facts. You 
are not advocates; you cannot take sides. 

We do know that we have had the un- 
fortunate situation of experts dividing up 
five one way and five the other way. I 
tried a compensation case in which seven 
doctors testified on one side that the man 
was a malingerer, and seven on the other 
side testified that he positively had a 
herniated disc. They tell the story of one 
case in which that situation developed and 
it was finally found upon operation, that 
the man had a cancer. He was neither a 
malingerer nor did he have a herniated 
disc. Now, of course, we know what you 
are up against. There are lots of things 
you cannot see. That is particularly true 
of the psychiatrist. You cannot see what 
is in the brain. Of course with the x-ray 
you can see herniated discs today. That 
reminds me of a point I did want to sug- 
gest to you. You say that the law is too 
rigid, calls for too much accuracy, and it 
will not yield or bend. I remember when 
the Louisiana workman’s compensation 
law was first passed, every workman who 
said he had a back injury, but whose 
back was not shown to have a fracture 
under x-rays, was said by the experts to 
be a malingerer. Fortunately, some judges, 
in view of the lay testimony which showed 
how the man suffered and what work he 
could do or could not do around the 
house, believed the lay testimony over the 
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expert testimony. I say fortunately be- 
cause if they had not, they would have 
done grave injustices. Because subse- 
quently it was found by physicians that 
there was such a thing as a herniated 
disc and, even more recently, traumatic 
neurosis. I have no doubt that many of 
the suits that were dismissed were legiti- 
mate claims where the plaintiffs should 
have recovered. I have seen it work the 
other way around too—cases in which the 
workmen were supposed to have herniated 
discs which apparently appeared in the 
x-rays, but the insurance companies were 
able to take moving pictures of these 
men working. In one case that I tried 
the plaintiff was up on a scaffold paint- 
ing his house and leaning backwards. Of 
course, when that man came into the 
courtroom he came in limping, and all 
x-rays according to the experts showed a 
herniated disc. As a matter of fact, I 
could see it with what little x-ray knowl- 
edge I had. So, when you say the law is 
rigid, it has to be rigid. 

In other words, a lot of your work is 
experimental. You cannot blame us if 
we believe twenty people who have seen 
these men suffering at times even though 
there is nothing visible from the x-ray. 
Now, who knows that traumatic neurosis 
is definitely the solution. Perhaps there 
is some other cause that medicine will 
later discover. You cannot make a dif- 
ferent law for every case, or a different 
law for every individual. You cannot give 
undue emphasis to one class of testimony, 
whether it be lay or expert. You must 
seek the truth by every known process. 

Dr. UsDIN: Thank you, Judge Viosca. 
Our next participant, Mr. Montgomery. 

Mr. MONTGOMERY: Until recently psy- 
chiatrists who appeared in court testified 
principally in matters involving the capa- 
city of litigants to make wills, donations, 
and contracts. They were called to the 
witness stand to testify as to mental stat- 
us in cases of interdiction and commit- 
ment. Today, even the average lawyer 
rarely has such a case. On the other hand, 
if he represents insurance companies, he 
is involved almost continuously with medi- 
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cal witnesses. He must depend upon the 
psychiatrist in all cases involving neu- 
rosis, psychosis, concussion, and nerve in- 
juries. This has become an age of spe- 
cialization. Whether it is good or bad is 
difficult to say. It would seem to me that 
an attorney who represents both plaintiff 
and defendant is in a better position to 
evaluate his case and to know when to 
settle. Today, the majority of personal 
injury cases are compromised before trial. 
The lawyer, therefore, needs the advice 
of a medical expert long before the wit- 
ness has to appear in court. 

One of the greatest difficulties in the 
proper preparation of a case has been 
the failure of the lawyer and the doctor 
to take sufficient time to discuss the case 
thoroughly. At a meeting of the Inter- 
national Association of Insurance Counsel, 
Dr. E. Stephen Gurdijian, a professor at 
the Medical School of Wayne University 
in Detroit, Michigan, and Dr. Dean H. 
Echols of New Orleans, who occupies the 
same position at Tulane University and 
is also head of the Neurosurgery Depart- 
ment of the Ochsner Clinic, appeared in 
a panel discussion. There were two law- 
yers and a moderator on the same panel. 
The format of the panel was the supposed 
preparation of a case for trial. One law- 
yer and one doctor were preparing the 
case for the plaintiff, the other for the 
defense. The facts of the case were a 
postconcussion syndrome without loss of 
consciousness and the resulting disability 
therefrom. In the course of the discus- 
sion the doctors said many things that 
were valuable to the lawyers. I equally 
believe this is particularly worthy of con- 
sideration by you if you are called as a 
medical witness. Dr. Gurdijian had this 
to say: 

“I think one of the very big difficulties be- 
tween the way a psychiatrist studies a patient 
and the way a lawyer studies a client is that 
you are always interested in winning your 
case. We are interested in merely presenting 
the material as we see it, and at times this 
difference of attitude gets us psychiatrists in 
trouble, because we are told year in and year 
out, both in medical school, as well as after- 
wards, that we are to describe what we see and 
let the chips fall where they may.” 
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No doctor should approach a conference 
with a lawyer with any idea in his mind 
other than that he is going to state the 
facts and conclusions as he sees them. He 
should never let the lawyer sway him in 
his determination to do this. On the other 
hand, it is a doctor’s duty to understand 
that a lawyer is endeavoring to present 
the best possible case for his client; that 
it is not the lawyer’s duty to determine 
whether his client is right or wrong. That 
is the duty of either the judge or the 
jury. It is a fundamental principle of 
English common law that in a trial the 
truth will best be served by a determined 
effort on the part of both lawyers to 
present their side of the case in the most 
favorable light possible to their client. It 
is believed that a trial is an anvil upon 
which the true facts are hammered out 
by arguments, examination of witnesses 
and cross-examination. 

In one law school a professor of evi- 
dence staged a short drama which was 
acted out by various students. The pro- 
fessor, of course, had written down ex- 
actly what was to happen. Each student 
was requested to hand in a paper stating 
what he had seen. The students’ papers 
varied so greatly as to the facts that one 
was lead to believe that they had not been 
present. But, when these same accounts 
were given to a jury selected from the 
class, the jury’s determination of what 
the facts were was about 90 per cent 
correct. 

One of the factors in a trial which 
seems to worry the medical expert is the 
fact that there will be differences of opin- 
ion between him and the other witnesses. 
This is bound to happen. It would seem 
to me to be prevalent particularly in the 
case of psychiatrists. The latter deals 
principally with subjective symptoms. The 
psychiatrist who is treating a patient is 
bound to be influenced very much more 
by that patient’s subjective symptoms 
than is the psychiatrist who is called in 
to represent the defendant and who ap- 
proaches the case in an entirely different 
manner. Furthermore, the science of psy- 
chiatry is changing and progressing from 
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day to day. When one realizes the short 
time ago it was that William James wrote 
his book on psychology, which I under- 
stand is the basis of most of our modern 
psychiatry, one can well understand that 
there is bound to be a difference of opin- 
ion among psychiatrists. A few years ago 
psychiatrists and neurologists did not be- 
lieve it was possible to have a _ postcon- 
cussion syndrome without loss of con- 
sciousness. It is now accepted as a fact 
that a patient may. 

The cases which require the testimony 
of psychiatrists, neurosurgeons, and neu- 
rologists are frequently the result of 
automobile accidents in which there are 
injuries to the head. The plaintiff does 
not return to work and claims he is total- 
ly disabled. The doctors examining for 
the insurance company believe that he 
should be able to return to work. There 
is, of course, no clinical evidence as to 
whether or not he is able to work. As I 
have said, every lawyer should realize 
that the doctor who is treating the patient 
is trying to cure him, and, consequently 
that doctor believes the patient is suffer- 
ing from a neurosis or psychosis. The 
doctor for the insurance company, exam- 
ining him and weighing the case from 
his experience, believes that he does not 
present a case of disability. The doctor 
should point out these facts in his dis- 
cussion with the lawyer. He should even 
suggest that he be allowed to approach 
the other doctor and discuss the case. 
After all, justice will be best administered 
by a settlement of the case, and the pa- 
tient will be better off by such a settle- 
ment. Many neuroses and psychoses are 
the result of long drawn out litigation. 
In many instances the patient has taken 
the position that he cannot work, that he 
is entitled to compensation, and, as a re- 
sult, he cannot face the fact that he is no 
longer disabled. Therefore, a quick settle- 
ment, which can only be accomplished by 
a thorough understanding between doctors 
and lawyers, is the best for everyone in- 
volved. 

It is my opinion that it is the duty of 
every doctor to appear as a witness and 
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to have an understanding of the processes 
of the law. A doctor, whether he desires 
to or not, is eventually going to be forced 
to testify. Sooner or later he is going to 
have a patient who is involved in a law- 
suit, and it will then be necessary for 
him to testify as to his treatment of that 
patient. He is then going to testify as 
to the facts and draw a conclusion as an 
expert. 

One of the worst things that could hap- 
pen would be to have the majority of 
doctors refuse to testify in court. This 
would result in the professional expert. 
During the war, because of a dearth of 
doctors, it became the custom for doctors 
not to grant a lawyer sufficient time to 
discuss the case with him. He appeared 
at court, coming into the courtroom just 
before he was going to testify and leav- 
ing immediately thereafter. Both of the 
doctors on the panel hereinabove referred 
to were of the opinion that if a doctor 
were going to testify in court, it was his 
duty to discuss the case thoroughly with 
the lawyer beforehand. Both said that in 
recent years there were many instances 
in which they were called to testify and 
they did not even know for which side 
they were testifying. It was suggested 
that it would be better to meet with the 
lawyer outside of the doctor’s office. In 
the office there are many patients wait- 
ing for treatment. The very fact that a 
lawyer usurps the doctor’s time, under 
the circumstances, is embarrassing. They 
suggested a luncheon or dinner meeting. 

The doctor should definitely tell any 
lawyer interviewing for the purpose of 
having him testify, that he will not do so, 
unless he is given sufficient time to make 
a proper examination and determination 
of the facts in the case and be paid for 
same. The person who is employing him 
should be willing to meet the expense of 
having all of the necessary examinations, 
laboratory tests, etc., which are needed 
to properly support any conclusion. Once 
having come to a conclusion, the doctor 
should then help the lawyer present the 
evidence and support this conclusion in 
the best manner possible. He should not 
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be argumentative, but he should realize 
that once he has stated a conclusion, it 
is his duty, as much as the lawyer’s, to 
‘persuade the jury that this is the correct 
conclusion. He cannot merely state a con- 
clusion and then wash his hands of the 
situation and say to himself that he is not 
involved in a lawsuit, but is merely stat- 
ing the facts as he sees them. It is his 
duty, once he has stated a prognosis to 
the Court, to show the Court he is right. 
“When he does this, there are not nearly 
as many disagreements among medical 
witnesses as one is lead to believe. In 
many instances, the supposed disagree- 
ment occurs because the facts have not 
been properly presented or understood. 
Today, most lawsuits involve injuries 
arising from trauma. This is the result 
of the automobile. Most of these cases 
are settled. If they were not, the dockets 
of the Court would be so overburdened, it 
would be impossible to bring them to trial. 
The doctor should always point out to the 


lawyer the difficulties of defending con- 
cussion cases and cases of traumatic neu- 


rosis. He should point out that the other 
doctor, the attending physician, is believ- 
ing the subjective symptoms of the pa- 
tient. He should be willing to discuss the 
facts of the case with the other doctor. 
The doctor representing the insurance 
company should discuss the case with the 
attending physician. The courts are in- 
clined to accept the fact that the attend- 
ing physician is in a better position to 
estimate the amount of disability than is 
the doctor who makes one or two exami- 
nations in order to testify. 

One thing which bothers doctors is the 
question of cross-examination. It is my 
opinion that no doctor who is telling the 
truth, and who knows the subject about 
which he is testifying, need worry about 
a cross-examination. Usually the court 
will protect him. Furthermore, he knows 
so much more about the subject than the 
lawyer who is cross-examining him that 
if he does not become worried or excited, 
he should be able to protect himself. The 
doctor should also remember that the law- 
yer is not making a personal matter of 
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the cross-examination, but that ali he is 
doing is merely eliciting facts which are 
helpful to his theory of the case. When 
the whole matter is approached dispas- 
sionately, the doctor testifying truthfully 
should never fear cross-examination. 

Dr. UsDIN: Thank you, Mr. Montgom- 
ery. Our next participant, District At- 
torney Leon Hubert. 

Mr. HUBERT: Dr. Usdin, Judge Viosca, 
Mr. Montgomery, ladies and gentlemen: 
Of course my remarks have to do entirely 
with the role of the doctor in criminal 
cases. Actually, science plays an impor- 
tant role in criminal cases. For instance, 
ballistics is a science, and handwriting or 
fingerprinting experts are scientists. And 
now the FBI has developed those general 
sciences to the point that they are very 
valuable aids in discovering facts, as 
Judge Viosca has put it, in connection 
with criminal cases. 

From your point of view, of course, 
you are interested in the role of the doc- 
tor in a criminal case. There are two 
ways in which he plays a part, one of 
which you will hardly come in contact 
with and the other I think is probably 
Dr. Usdin’s main interest here. The first 
one is, of course, the cause of death in 
any death case or in rape cases—whether 
or not there is evidence that there has 
been rape. I say you will not come into 
contact with that very much because or- 
dinarily the only witness on that subject 
is the coroner, although, of course, the 
defendant could produce his own wit- 
nesses, and he might produce a private 
doctor if he wished, after having quali- 
fied him as an expert to disagree with 
the coroner as to the cause of death. But 
there you would have medical testimony 
which would have to be submitted to the 
judge or jury, as Judge Viosca has point- 
ed out, based upon facts. He would say 
what he has found and his opinion as a 
result of that. I must say that very fre- 
quently I find terms in coroner’s reports 
quite confusing. I do not believe that 
either science, law or medicine can aban- 
don its language, its semantics, if you 
want to call it that. You need to have 
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the terms that you do use because of 
international exchanges and yet to a 
iarge extent it is true with the lawyer 
too. It is very difficult for us to get away 
from some of the expressions that we 
use. I think if there is a bit of tolerance 
on both sides it can work out. Many times 
| have had the coroner before the jury 
and asked him what was the cause of 
death and he tells me in a great many 
medical terms “tamponade of the 
vascu-something-or-’nother,” and I really 
cannot tell anymore than that because it 
never makes any more impression on me 
than that. I always have to come down 
to the point and ask: “Doctor, what killed 
the man?” And he says, “Well, he stuck 
a knife in his heart.’”’ Now that, of course, 
is what the jury wants to know and I 
suppose the rest of it is important too, 
but it has to boil down to that eventually. 
3ut, as I say, I do not believe you will 
ever come into much contact with those 
phases of criminal law. 

If you are interested in psychiatry, 
there is a question which frequently is a 
burning question in criminal cases and is 
becoming more so all the time. I have 
only been District Attorney three years, 
but it seems to me that in those three 
years the plea of insanity in criminal 
cases has become more frequent. I think 
I should point out just a few technical 
points about that issue in criminal cases. 
The law recognizes two distinct types of 
insanity. I do not know that yot recog- 
nize them for your purposes, but I will 
tell you what they are. The first is what 
is called present insanity — right today 
when we are going to try the man, the 
plea is made that he is presently insane. 
That has nothing to do with the condi- 
tion of his mind at the time he com- 
mitted the offense which may have been 
last week, last month, or last year. Our 
inquiry then is, is this man here today 
sitting in the court in such a condition 
that he can do two things: (a) assist his 
counsel in his defense, and (b) know 
what is going on, i.e., does he know the 
nature of the proceeding. You hear of a 
plea of insanity in a case and frequently 
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that is all that is being plead at that 
time, that the man presently is insane and 
that, therefore, he should not be tried 
now. This issue is usually raised by the 
defense but the State can raise it or 
relatives can raise it. But if any judge 
learns of it by formal pleading, or.even 
informally, he on his own motion can ap- 
point two psychiatrists, one of whom 
must be the coroner and the other a psy- 
chiatrist of his own choice. These physi- 
cians study the man for a maximum of 
thirty days and have completely free ac- 
cess to him. They are able to bring him 
over to the hospital to make tests. Then 
they report to the judge and their only 
report at that point can and should be, 
of course, what they have been appointed 
to determine—what is his condition now. 
Not what it is going to be, not what it 
was last week even, but what it is now 
with respect to those simple two points: 
does he know what is going on, and can 
he assist his counsel? If not, on principles 
of due process nobody should be put to 
trial under those circumstances. Well, 
suppose the judge finds that he does not 
satisfactorily pass those two tests. That 
is a judicial question aided by the opinion 
of the psychiatrist. He then sends him 
to the State Hospital, there to remain 
until his condition at a future time is 
such that he knows what is going on and 
can assist in his defense, at which point 
the trial will then go on. This can be re- 
peated as many time as it comes up. If 
he never reaches the point where he 
knows what is going on and can assist 
his attorney, he will never be tried. He 
will stay in the criminal division of the 
state Mental Hospital all that while. Usu- 
ally what happens is after a period of 
time the hospital certifies that he is all 
right, he does understand what is going 
on, he knows everything about it, and 
they will bring him back and the judge 
finds that he is competent now, and then 
we go to trial. 

Now, the next point is, and I suppose 
this is the real insanity that the ordinary 
person speaks of in any case, what was 
his condition at the time of the offense? 





150 


Our law has a provision in it that there 
are certain states of mind in which a 
person should not be held criminally re- 
- sponsible. If a person is insane at the 
time he committed the offense, then the 
law also by specific provision, which is 
in Title 14, Section 14, says that a man 
who is insane at the time of the offense 
is simply not guilty of any crime. That 
is the effect of it. Now, that is not a 
judge question. In the other type of in- 
‘ sanity that I spoke of earlier, the judge 
determines after hearing the experts and 
is guided largely by the experts, I say 
99 per cent by the experts. Then he makes 
the conclusion whether the man is sane 
or insane. But this other issue goes on 
the merits as it were of the question, Is 
this man guilty or not? Consequently, it 
has been held by our Supreme Court that 
the judge cannot pass upon that issue 
and that it must be submitted to a jury 
so that if you become involved in such a 
case as that, you will be called as a wit- 
ness to testify before a jury as to the 
question of this man’s sanity, not today, 
because if he were not sane today he 
would not be tried today, but some day 
in the past when he is charged with hav- 
ing committed this offense. Here the test 
is entirely different, and, as a matter of 
fact, it is very difficult. There is where 
the real trouble begins in the field of 
psychiatry—what is legal insanity? 

I am sure you have all heard of Mc- 
Naghten’s rule which, at least in statutory 
form exists in this State, although it has 
been modified by some of our decisions. 
I know that in the Army, for example, 
the test is considerably modified and I 
believe they recognize the irresistible im- 
pulse test. Our statutory law does not do 
that. It follows McNaghten’s rule that a 
mental defect makes a man insane as it 
were. Now, that question is submitted to 
the jury, and of course there is where 
you get a big fight. One of our recent 
much publicized murder cases never pro- 
gressed beyond the point of present in- 
sanity, although I had to disagree with 
the doctor there because I thought the 
lady knew exactly what was going on. I 
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thought she could assist in her defense, 
but after all I am not the expert. But 
that other point is quite rough indeed, 
and you can find some of the experts 
who will disagree on the subject. In one 
recent criminal case, there were two phy- 
sicians on each side. It was a very close 
question as to whether or not this man 
fitted the definition of criminal irrespon- 
sibility. Was he normal? Of course he 
was not normal. I suppose that no normal 
person commits a crime; I do not know. 
We went through all of that at the time. 
Certainly, the existence of a _ psychosis, 
and I hate to start walking on your ter- 
ritory because that is dangerous at any 
time, but the point I am making is that 
it is not just anybody who commits a 
crime. Let me put it this way. I am 
sure there are certain very sound psy- 
chiatrists who believe that any abnormal 
conduct which manifests itself to the point 
where a person will commit what society 
says is a crime, is just not all there, he 
is not normal. But of course, that is not 
the test that is accepted today. Whether 
it ever will be or not, or whether some 
modification of it ever will be or not, 
we just do not know. Now if a man gets 
acquitted by reason of insanity, in other 
words if the jury finds that he did the 
crime, but does not think his mind was 
sane within the meaning of the law as 
the doctors gave their opinion, they find 
him not guilty because of his condition 
of insanity. Then, you may ask, well, 
what happens to that individual? After 
all, here is a man who, the doctors have 
already said, is psychotic or schizophrenic 
—lI think that is a good term. He has a 
trigger mechanism of something or an- 
other, and off he will go and kill some- 
body. He did it once, but he was crazy 
then, there is no doubt about it, so we 
have to turn him loose, that is to say, 
we have to find him not guilty. Of 
course, that is an intolerable social con- 
dition, is it not? To put a man back into 
society who has this disease, we have to 
recognize it as such, but it is liable to 
manifest itself again and he may kill 
somebody else. So the Mental Health Act 
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of 1942 provides that when a person is 
iound not guilty by reason of insanity, 
hich must be a specific finding of the 
jury, then the District Attorney institutes 
another legal proceeding against him in 
ihat same court in which the question 
then is: Now is he any longer a danger 
io society? If he is, then we have to 
lock him up until he is no longer a danger 
to society. And who is going to ever say 
that? It is-a very difficult problem. 

Dr. USDIN: Thank you, Mr. Hubert. I 
would like to start off the discussion by 
commenting on a point that all three legal 
participants have touched upon—that is, 
the importance of the psychiatrist avoid- 
ing being an advocate. I strongly believe 
that we must keep in mind, as Mr. Mont- 
gomery brought out, that if we have an 
honest medical opinion and feel that ques- 
tioning has not brought out the important 
points of our opinion, it is our duty to 
somehow fully bring them out. Now, 
when the attorney for whose side the 
medical expert has been called (and 
“side” is considered a nasty term insofar 
as a medical expert is concerned) ques- 
tions the physician, the medical expert is 
directed to answer only the questions that 
have been asked him, but when the other 
attorney cross-examines the physician the 
latter has an opportunity to take all types 
of license. You can answer the question 
that is being asked and also bring in 
tangential information. I think that it 
is often excellent tactics to get in testi- 
mony that you feel is pertinent to the 
particular case. I do not consider this 
being an advocate in the least. 

Another point that has been brought 
out is that physicians must accept law 
from lawyers. I grant that in the indi- 
vidual cases, but I do think it important 
that we make some of our individual 
thought known as physicians and as in- 
dividuals. The courtroom is not neces- 
sarily the place. This interchange of ideas 
is bound to produce healthier relations. 
A good example of what is being done is 
regarding McNaghten’s rule which con- 
cerns criminal responsibility. Here psy- 
chiatrists and lawyers have gotten to- 
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gether and aired the problem. Some 
changes have been forthcoming such as 
the Durham decision. Some of you may 
not like that decision, but certainly this 


has been a working between the two 
disciplines. 
Another important point to keep in 


mind is that there are many times when 
physicians testify in court realizing that 
their testimony is contrary to what they 
might wish as human beings, or as phy- 
sicians, but it is paramount to keep in 
mind that they are serving as medical 
experts to testify on medical facts and 
not as lawmakers or attorneys. This oc- 
curs frequently in personal injury cases 
in which we, as psychiatrists, realize that 
an individual who has a strong neurotic 
diathesis has a much greater possibility 
of having some minor factor precipitate 
overt or compensable symptomatology. 
The law recognizes no differences on this 
basis regarding the amount of liability of . 
the employer or insurance company. Psy- 
chiatrists feel that two cardinal factors 
must be considered regarding a traumatic 
neurosis. First, the diathesis or basic 
tendency of the individual for psychiatric 
illness or overt neurosis. This includes 
the past history, present environment, 
and basic emotional problems. The second 
factor is the specific precipitating event 
or injury. For example, roughly speaking 
we might state that one person’s overt 
neurotic symptomatology is attributable 
to 95 per cent diathesis and 5 per cent 
precipitating injury. Another’s overt neu- 
rotic symptomatology could be attributa- 
ble to 5 per cent diathesis and 95 per 
cent neurotic symptomatology. I am sure 
the law has good rationale behind this 
point. Would you comment about this, 
Mr. Montgomery? 

Mr. MONTGOMERY: In the first place, 
we are having enough trouble as lawyers 
and judges in railroad and shipping sea- 
men’s cases when we try to apportion 
the amount of negligence between the 
plaintiff who is guilty of contributory 
negligence and the defendant who is 
guilty of negligence. If we start in to 
try to apportion how much of a man’s 
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disability is due to a pre-conceived con- 
dition or an existing condition and how 
much is due to the trauma, we are really 
going to spend our life trying one lawsuit 
or several lawsuits. After all, the law 
has to be adapted to give the greatest 
justice to the greatest number and, at 
the same time, try as many cases as pos- 
sible because there is no greater injustice 
than to delay in the trial of a lawsuit. 
Furthermore, it seems to me that legally 
if | happen to be a person who is an 
unhappy person in any way, but going 
along doing my job and getting along 
with my family and then receive a con- 
cussion and become emotionally ill be- 
cause of a pre-existing phychic condition 
—it seems to me that the law is always 
going to be forced either to take care of 
me by damages or workman’s compensa- 
tion. You cannot definitely say I would 
not have gone on for the rest of my life 
performing the proper functions as hus- 
band, provider, and workman if I had 


not had the injury, and do you not think, 
Judge Viosca, that the law is bound to 
give compensation for those situations? 
They cannot begin to try to apportion; 
we would never get through. 


JUDGE VIOSCA: I think it is pretty well 
settled that if you run into a man, you 
have to take him as he is. If he is a 
weak individual who will suffer more 
serious injuries than an able bodied man, 
you nevertheless have to pay for it. You 
cannot draw a distinction in that. It is 
well settled if you have a dormant con- 
dition and it is aggravated by the acci- 
dent, the defendant has to pay for that. 
As Mr. Montgomery says, if you attempt 
to try to base the amount of recovery on 
whether he was a strong or weak indi- 
vidual, you really would get into deep 
water. I think you would have confusion. 

Mr. MONTGOMERY: I think the true 
test you are going to get is, “Would his 
inability to work or to perform as a use- 
ful citizen necessarily have occurred if 
it had not been for the accident?” If the 
person has a tendency to a malignant 
mental condition, it is true it can become 
a very profound case, a very malignant 
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case, I think is the word you use now; 
they did not use that when I first ex- 
amined a psychiatrist. You certainly can- 
not say that the motivating cause acting 
on an inactive matter or condition was 
not the actual cause of the result. It is 
like the old case. If I throw a lighted 
firecracker and you are forced to pick 
it up and throw it, well, I am responsible 
for your having thrown it. If I have a 
condition that might have remained dor- 
mant, but by reason of negligence the 
condition is activated which ends in in- 
jury, it is the proximate cause. And that 
is what you get back to—whether it is 
proximate cause, the cause of the present 
condition. 

JUDGE VIOSCA: Let me ask you this, 
Dr. Usdin. If a man runs into a pedes- 
trian who has only the sight of one eye, 
being blind in the other, and he blinds 
him in the other eye, is it your idea that 
he should not be charged with blinding 
that man? Is that only partially blind- 
ing? 

Dr. UsDIN: I had hoped to make a 
comment before you made your remark. 
And that was to say in defense of myself 
that these questions are for provocation 
of discussion and not necessarily the view 
of the questioner. Actually, this is some- 
thing regarding which I am primarily in 
agreement. There are certain unpalatable 
things about this. As a psychiatrist we 
will come across cases in which an ortho- 
pedist or neurosurgeon has seen a patient, 
and the patient has not responded to 
treatment. This frequently occurs in cases 
of unrecognized traumatic neuroses. The 
physician may feel frustrated, become 
angry, and consider the patient malinger- 
ing. Then when the psychiatrist later re- 
ports that the patient has a traumatic 
neurosis secondary to the alleged accident, 
the initial physician may feel hostile re- 
garding the psychiatrist’s giving the pa- 
tient a basis for compensation. It is not 
too infrequent a procedure for an ortho- 
pedist or a neurosurgeon to have cases 
referred by insurance companies with full 
authorization to have any additional labo- 
ratory tests, x-rays, consultations, etc., 
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out “don’t send him to a _ psychiatrist.” 
‘laybe Mr. Hubert now might amplify the 
ihree of our remarks. 

Mr. HUBERT: Well, actually the prob- 
iem does not come up very much as I see 
it in criminal law. The only time it would 
come up would be when a man would say, 
‘Now sure I shot him but he was going 
io die anyhow from cancer or something 
of that sort.” The law cannot admit that 
as a defense. If you deprive a man of 
one split second of his life, if every doctor 
on earth would testify he was going to 
die in the next five minutes and you blew 
nis brains out, that is murder. 

Dr. USDIN: We have the concept of 
euthanasia and some of our famous crimes 
of that nature. 

Mr. MONTGOMERY: You know actually 
that is one of the reasons why I am a 
great believer that it is the duty now of 
trial lawyers to attempt to settle their 
cases, because in many instances, as the 
doctor said, the man even gets well, but 
he has told his wife how sick he was, the 
boss does not want him to come back to 
work because he is seared he is in a con- 
dition in which he will be subject to re- 
injury, and the man develops an honest 
apparent psychoneurosis. <A_ settlement 
will do more to help him, and yet the 
man is not a malingerer. One of the 
greatest mistakes a trial lawyer can 
make, in my opinion, because there is a 
disagreement whether the man can or 
cannot work due to a mental condition, 
is to assume that he is a malingerer; he 
probably is not a malingerer. He is prob- 
ably not doing it on purpose. He has a 
condition which has developed either be- 
cause he has had a bad psychic condition 
before or because of what happened after- 
wards. He is helping himself out because 
he has to help himself out, and this makes 
him think he is sick. 

The doctor should always remember 
that in the final decision the Court may 
accept what he has said as true and still 
not decide as he has testified. For in- 
stance, in life insurance cases the question 
of what is or is not disability is entirely 
different from what is considered dis- 


153 


ability in compensation cases. In a suit 
on a life insurance policy an insured is 
totally disabled if he is unable to perform 
any occupation. In compensation cases 
the Supreme Court of Louisiana has held 
that a person who is unable to perform 
the duties of the occupation in which he 
was engaged at the time of his injury is 
totally disabled. The lawyer may not 
properly explain to the doctor what the 
issues of the case are. The doctor may 
testify that, in his opinion, a man is not 
disabled. The doctor could be right, be- 
cause the man could perform many other 
duties other than the one he was perform- 
ing at the time of his injury. However, 
the Court could still find that he is totally 
disabled. It is a difference in the legal 
definition of disability. 

The doctor in testifying, therefore, must 
depend upon the lawyer to elicit the prop- 
er evidence necessary to support the law- 
yer’s theory of the case. More often than 
not the decision is made without the Court 
believing or disbelieving any particular 
medical witness. 

Another thing to be considered is that 
in the case of an injury resulting from 
negligence, the doctor believes that the 
disabling condition existed before the in- 
jury; that the accident did not cause the 
symptoms of which the plaintiff com- 
plains. It is to be remembered that the 
law is very liberal in declaring that the 
plaintiff must be compensated if an in- 
active condition is activated by reason of 
the injury, or in granting damages if the 
injury contributed in any way to increas- 
ing the plaintiff’s disability. The Court 
may believe that the doctor is correct in 
stating that the patient had a neurosis 
or a psychosis prior to the injury and 
that the accident merely brought about a 
condition which was inevitable anyway, 
and yet be forced legally to find for the 
plaintiff. It must always be remembered 
that medical testimony is merely one 
block in a structure which is being built 
by a lawyer in order to have the Court 
determine the rights of a party litigant. 
The final decision is by the Court, but 
the lawyer, in advance of that determina- 
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tion, must present his case to the Court. 

If this. is remembered, many of the 
troubles which seem to exist in the prepa- 
ration of a case involving medical testi- 
mony will disappear. The doctor will find 
that he is enjoying his court experience, 
because, after all, litigation is essential 
to life. Litigation is the remedy doing 
away with trial by combat or trial by 
ordeal, as modern medicine has done away 
with blood-letting. Without it modern 
life could not exist, and peace could not 
be maintained. 

Mr. HuBERT: I have a question I would 
like to ask because I think these gentle- 
men would like to know the answer to 
it. Mr. Montgomery, you are the prac- 
ticing lawyer here. Suppose you approach 
a doctor, for example. You get an opinion 
from him and it is not favorable to you. 
Now, what should a lawyer do, put him 
under a bushel? Just what do you do 
with that? You would not produce him 
in court, I assume, he is against you. 

Mr. MONTGOMERY: Well, I am certain- 
ly not going to produce him in court. 
But, as you know, under the rules that 
you helped to write as a professor, Mr. 
Hubert, the opposing counsel can find 
out which doctors I had him examined 
by and take his discovery testimony. So 
that does not often face me. I rush 
around as soon as I can, if I have faith 
in the doctor, and try to settle the case 
for the best amount I can get. 


JUDGE VIOSCA: Well, that is what I 
thought. So far as the trial is concerned, 
we rule that the opposing party has the 
right to find out if he is being treated 
by anybody else, and if the doctor is not 
produced it is a conclusive presumption 
that his testimony would be against the 
party who fails to produce him. 

Mr. MONTGOMERY: Under the federal 
rules, you have to, for your information. 
If you make an examination of a person 
for an insurance company, the insurance 
company’s lawyer, the railroad company’s 
lawyer must furnish the opposing counsel 
with a copy of the examination. 


JUDGE VIOSCA: What I mean is, it does 
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not prevent you from trying to get an- 
other doctor. 

Mr. MONTGOMERY: No, it is your duty, 
provided you do not condone perjury, to 
do the best you can for your client. You 
are his spokesman in court. It is your 
duty under our theory of law to get it, 
to present the best case you can for that 
man, to accept what the man is telling 
you unless you have positive proof to the 
contrary. I would not take cases where 
somebody showed me the pictures of a 
man working, and I knew the man was 
lying to me that he was not working. I 
would refuse the lawsuit. And I think 
most lawyers would tell the man that they 
did not wish to handle the case because 
they could not become convinced that he 
was not perjuring himself to them and 
would perjure himself if he went before 
the judge. But it is just like in criminal 
law. You know one of the things doctors 
and others cannot understand is why you 
defend persons many times when it ap- 
pears to be evident that they are guilty. 
But a defendant is entitled to his day in 
court and that is the theory of English 
justice—that he is not guilty or he is not 
presumed to be wrong until he has gone 
through a trial. In the French, Russian, 
and many other systems you are presumed 
to be guilty once you are arrested and 
charged until proven innocent. But that 
is not our system. 

Dr. UsDIN: Another point that might 
be discussed concerns cases in which the 
major problem involved is medical, and 
the decision of either the judge or, when 
it is a jury case, the jury, is contrary to 
all medical opinion. There is a recent case 
in which three physicians testified that 
the testatrix was incompetent. As the 
other side had consulted a doctor who also 
felt the testatrix to be incompetent, they 
were not having any physician testify. 
The group attacking the will learned this 
and subpoened all four physicians. Not- 
withstanding that, the court decided that 
the person was competent. Again, here 
the importance of lay witnesses as Judge 
Viosca has brought out, comes in. Now, 
to my knowledge this is also possible in 
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‘riminal cases 
nission reports. 

Mr. HUBERT: Well, yes, and I should 
jave said too that the defendant has the 
yrerogative of producing his own wit- 
1esses in addition to those appointed by 
the judge. That does not happen very 
much either. But you see the judge ap- 
points the coroner and one other physi- 
cian. Now, the other side could produce 
five other men, as many as he can af- 
ford for that matter, or who would come, 
who would take issue. 

JUDGE VioscA: Dr. Usdin, in the case 
just mentioned where you referred to 
four experts, were you referring to the 
case in which you appeared regarding an 
attack on a will? 

Dr. USDIN: Yes. 

JUDGE VIOSCA: Well, I am going to 
clarify that. You see it goes back to the 
question of what the law is governing 
that case. Now, the probate law of dif- 
ferent states varies widely. The Louisi- 
ana rule . It is probably best stated 
in the case of the Succession of Lambert, 
which is still the law: 

“The real question is, whether the brain or 
other physical organ, whatever it may be, which 
is the medium through which the action of the 
mind is manifested, is so diseased and impaired 
as to make it an untrustworthy vehicle for the 
conveyance of the true wish or will of the 
testator, unbiased by any delusion which may 
be the result of such disease. The law fixes 
the time for the application of this test at the 
moment when the will is made, and expressly 
recognizes the capacity of persons, subject at 
times even to complete dementia, to make a will 
in lucid intervals. When the will is established 
to have been made by the testator himself, un- 
aided by others, and when its provisions and 
expressions are sage and judicious containing 
nothing sounding to folly, these facts establish 
a presumption, even in the case of persons 
habitually insane, that it was made during the 
existence of a lucid interval, and impose upon 
those who attack the will the burden of proving 
insanity at the moment the will was made.” 
Now, you see when you apply that rule, 

even though you can say that the day 
you saw this man he was absolutely in- 
sane, there is still the presumption that 
he made the will during a lucid interval. 
In the case you referred to, one of the 


in which a lunacy com- 
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four experts testified that in his opinion 
the woman was always sane and could 
make the will. Two of the other three, 
in point of time, could not testify as to 
what her condition was at the moment 
the will was made, and the will in itself 
was sage and judicious, even though it 
did not contain the dispositions some 
beneficiaries would have liked. It was not 
one that was ridiculous in its terms, such 
as leaving $10,000 to the moon and $1,000 
to each star on a particular night. That 
would, on its face, show insanity. The 
fourth witness was an erpert who an- 
swered only hypothetical questions which 
were not based on the facts as they were 
ultimately found by the judge. Unless you 
can pin it down to the point of time when 
the will was made, you have to be able 
to show it was a type of dementia in 
which there could never be a lucid inter- 
val. As I recall, in the particular case 
all four experts conceded that it was the 
type of insanity in which there could be ~ 
lucid intervals. There being no testimony 
as to the testator’s mental condition on 
the date the will was made, I had to ap- 
ply the presumption that it was made 
during a lucid interval. 

Mr. HUBERT: Criminal cases provide 
similar problems. You are not there. You 
have to reconstruct the scene and actually 
be called upon to say what was the con- 
dition of that man’s mind at 3:00 in the 
criminal case, even in a civil case, on 
such and such a day in the past. Now, 
but notice that the test given in this case 
for testing whether a person has the will, 
shall we say, has a sufficient mentality 
to make a will, is quite different from 
the one about committing crime, whether 
it excuses you from crime. There again, 
sir, as an expert, you would have to ad- 
just your medical thinking I suppose to 
the !-gal question that is involved. You 
could not testify in a will case the same 
way it seems to me that you would testify 
in a criminal case, as to the measure of 
the insanity, because it is a different test 
involved. 

JUDGE VIOSCA: Of course, that brings 
up the suggestion you made, Dr. Usdin, 
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that if psychiatry and law work together, 
maybe there might be a better rule than 
this to apply to wills, that the legislature 
._ might perhaps be induced to adopt some 
new test rather than the present test that 
has been founded on 2,000 years of ex- 
perience, all the way down from the days 
of Rome; but that is the law. Now, the 
judge has to apply this law. If your opin- 
ion does not fit in, that is if you cannot 
say that at that particular moment two 
. years before you saw this woman, or two 
years after you saw her (if you treated 
her before) she could not have a lucid 
interval, and if the document was written 
entirely in her own handwriting and 
makes sense, then the courts can and 
must disregard all the experts’ opinions. 
Mr. MONTGOMERY: You get down to 
the same rule in even ordinary civil cases. 
For instance, a doctor testifying as to 
what is ‘total disability’ in a compensa- 
tion case may mean a different degree of 
not being able to work than he will in a 
case involving a life insurance company 
where ‘total disability’ is defined as the 
inability to perform any occupation for 
remuneration or profit. When you get 
to the ultimate conclusion that has to be 
answered by either the court or the jury, 
there is no case in which the law, defining 
what the degree of disability is, does not 
come into play. That is why I say that 
in each individual case the doctor must 
first ascertain what the ultimate decision 
to be made is based upon. The lawyer 
may mislead him, because he may even 
have a different theory as to what it 
constitutes. I have lost cases involving 
disability under insurance policies because 
the court did not interpret the policy in 
the same manner that I presented my 
case. Under my theory this man was 
clearly disabled on the basis of the doc- 
tor’s testimony, but the court decided that 
was not the proper interpretation of it. 
Dr. UsDIN: That problem is a very 
difficult one. Especially have we had it 
on lunacy commissions where you are 
called upon to examine a man. It is fine 
to examine his present sanity. But then 
later on you may be called upon to deter- 
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mine his responsibility based on the “right 
or wrong” concept for something he did 
two, three, or even at times eight months, 
prior to when you first saw the patient. 
It is a difficult problem and requires some 
feeling of omniscience if you want to 
answer with confidence. The only thing 
you can say is, and I preface such opin- 
ions with, “to the best of my knowledge.” 
I do not have any feeling of ever saying 
a man was or was not legally sane other 
than “to the best of my knowledge,” and 
realize how inadequate one’s knowledge 
must be for determining a man’s mental 
status several months prior to the exami- 
nation, realizing he was possibly com- 
mitting a crime, realizing that he might 
have had the emotional tension of that, 
and realizing that a large proportion of 
these individuals are psychopaths or so- 
ciopathic personalities who may malinger. 

Dr. Monroe, you have appeared as a 
psychiatric expert in some recent criminal 
cases. I wonder what comment you might 
have. 

Dr. MONROE:* Well, I have only one 
comment which leads up to a question. 
That is, in my experience and that of a 
number of other psychiatrists I have 
talked with, what we fear most is getting 
into court and, at least with regard to 
criminal insanity, not being able to prop- 
erly testify because of the limitation of 
the McNaghten formula and the rigors 
of testimony in the court. The feeling 
that most of us have after we have testi- 
fied is that we have not been allowed to 
express our expert opinions. 

Mr. HUBERT: But is not that because 
you do not agree with the McNaghten 
rule? 

Dr. UsDIN: I would like to interrupt 
for a moment to ask Mr. Hubert if he 
would state McNaghten’s rule. 

Mr. HUBERT: McNaghten’s rule states: 

“If the circumstances indicate that because 
of mental disease or mental defect the offender 


was incapable of distinguishing between right 
and wrong with reference to the conduct in 
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question, the offender shall be exempt from 
criminal responsibility :” 

You know what that means? Now, do 
‘ou agree with the Rule, Dr. Monroe? 


Dr. MONROE: In answer to Mr. Hubert, 
[ would say, in part, yes, but what I mean 
is that if testimony is limited to the per- 
tinent aspects of the McNaghten rule, it 
is obviating half of our modern psychi- 
atric knowledge. 


Mr. HUBERT: Of course, the only rem- 
edy for that, in my opinion, would be to 
have the legislature change that rule, and 
some of them are doing it, as the Durham 
case does to some extent. It modifies that 
rule. 


Dr. MONROE: This is the other question 
that I was wondering about. If the psy- 
chiatrist would not have the attitude that 
everybody who commits a crime must be 
sick, or must be abnormal; if the psy- 
chiatrist accepted the concept of bad char- 
acter, would lawyers and judges be much 
more willing to allow the broader Durham 
type interpretation to be applied? That 
is, the criminal act was a product of a 
mental illness. 


Mr. HUBERT: Well, I think that is so. 
Actually, I think the bar and the legis- 
lators are fearful, as they are in many 
other fields, of departing from a rule 
that they say, in any case, has worked 
for 100 and some odd years or more. So, 
I think that is largely it. I think what 
the Army did during the war was per- 
haps a big step toward overcoming the 
McNaghten rule eventually. Of course, I 
remember Judge Viosca telling me many 
years ago that his impression was that 
after all when it all gets before a jury 
the truth somehow comes out. Perhaps 
you can elaborate on that somewhat, 
Judge, either on questions of fact or, for 
that matter, on the questions of insanity, 
somehow just throwing it into that mill 
of twelve jurors produces the result. I 
have in mind, for instance, when you 
give to jury in a civil case several or 
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half a dozen different hypotheses based 
on different slight variations of fact, then 
tell them to remember all that (and they 
are only laymen, they are neither law- 
yers, nor doctors), then to come back and 
give you a result, what they do is decide 
now who is right and come back. with 
that answer. 

JUDGE VIOSCA: In criminal cases after 
three days of trial they usually evaluate 
the prisoner and determine whether or not 
he is a crook and should be placed in jail 
or honest and should be released. That is 
about it. Fortunately, we do not have 
many civil jury trials in Louisiana. 

Dr. MONROE: In line with this, I agree 
wholeheartedly. I think that you get the 
best decision with a jury. But I think 
what has happened under the McNaghten 
rule is that whether this is agreed openly 
or tacitly most of the criminal responsi- 
bility cases are being decided by the psy- 
chiatrist, where they function as_ the 
judge, the jury, as well as the expert 
witness by not even letting the defendant 
get to trial, and this is what I think is 
bad about the McNaghten rule. 

Mr. HUBERT: When you say “not get 
to trial” you are talking about present 
insanity, are you not? 

Dr. MONROE: Yes, that is right. 

Mr. HUBERT: And that is not the Mc- 
Naghten rule. 

Dr. MONROE: I am talking about the 
way justice is practically applied. 

Dr. USDIN: You mean insanity at the 
time the act was committed, is that right, 
Dr. Monroe? That is where the Mc- 
Naghten rule comes in. 


Dr. MONROE: No. My point is that, by 
and large, the psychiatrist gets the first 
crack at the defendant, usually at the 
time of determining whether he can stand 
trial or not, and this is one time he can 
act freely. The sanity commission ap- 
pointed by the court, and not by either 
one side or the other, has the force of 
the court behind it and gets all the ma- 
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terial necessary. I think that most psy- 
chiatrists feel they cannot give adequate 
medical testimony in courts so they make 
‘a pre-trial decision. As it now exists, 
court psychiatrists are functioning as 
judge, jury, and lawyers. And what they 
are doing is preventing a legal disposition 
in these cases by ruling the defendant 
unable to stand trial and hence commit- 
able. 

Mr. HuBERT: Well, then, of course, I 
‘have to comment on it by saying that I 
do not know that that is a proper func- 
tion of the psychiatrist by law. 

Dr. MONROE: I do not think it is either, 
but I think this is what they do whether 
they admit it or not. 

Mr. HuBert: If I understand you cor- 
rectly, what you are saying here is that 
we will say that she or he is presently 
insane because when it comes down to 
testifying about insanity at the time of 
the offense we will be met by the Mc- 
Naghten rule and a lot of other business, 
_ sO we might as well block this off right 
now. Is that what... 

Dr. MONROE: Yes, the psychiatrists 
feel there will be a miscarriage of justice, 
so they determine the disposition them- 
selves. 

Dr. UspIN: As one who also has testi- 
fied on sanity or lunacy commissions, I 
would like to reiterate and emphasize the 
yoke that McNaghten’s rule places on the 
psychiatrist. However, I do not believe 
that experts should and are anticipating 
legal disposition by slanting testimony to 
determine disposition themselves. 

I see this symposium has already gone 
thirty minutes longer than we had antici- 
pated. I realize that there is still much 
of interest that we could further consider, 
but I think we should draw it to a close 
now. I want to thank Judge Viosca, Mr. 
Montgomery and Mr. Hubert for being 
with us and aiding us to better under- 
stand aspects of the law. 


fay 
Vv 
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ORGANIC PHOSPHATE INSECTICIDE 
POISONING; AN AGRICULTURAL 
OCCUPATIONAL HAZARD * 
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There are many occupational hazards 
that confront the farmer. The high inci- 
dence of trauma in many different forms 
is well recognized by the medical profes- 
sion as a leading cause of disease and 
time loss among the farmers. But in the 
past several years the widespread use of 
insecticides as an integral part of modern 
farming has added a new hazard to the 
already difficult life of the farmer. 

Many of these insecticides are relative- 
ly nontoxic to the human. DDT, for ex- 
ample, has been used for years in huge 
quantities throughout the world with but 
few cases of acute, and probably no cases 
of chronic poisoning being reported. Other 
chlorinated hydrocarbons such as chlor- 
dane, dieldrin and lindane have been ex- 
tensively employed on the farm with but 
few reported cases of acute intoxications 
as a result of exposure to the agents. 

The organic phosphate insecticides, how- 
ever, are extremely toxic to man, and 
there are many reports of acute, some- 
times fatal, poisoning following exposure 
to these compounds. The toxicity of the 
organic phosphates as a class is attested 
to by the fact that some of these com- 
pounds are employed as war gases. These 
extremely toxic members of the group are 
popularly termed “‘nerve gases”. However, 
the organic phosphates employed as insec- 
ticides are not as toxic to the human as 
“nerve gases” but they are dangerous 
enough to make special handling precau- 
tions mandatory. Many cases of poisoning 
due to these compounds were encountered 
in Louisiana last year, and more are ex- 
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ected during the crop-spraying season 
his year. These toxic organic phosphates 


may enter the body by three routes: by 
mouth, through the respiratory tract, and 
via the intact skin. This makes these in- 
secticides difficult to handle, as the risk 
of exposure is ever present via these sev- 
eral routes. 
INCREASE IN USE 

The use of the organic phosphate insec- 
ticides has become more widespread each 
year since they were first experimentally 
employed in this State in the early part 
of this decade. The increase in the use of 
these agents, despite their toxicity to hu- 
mans, has been brought about by increased 
resistance of the insects to other types of 
insecticides, notably the chlorinated hydro- 
carbons. In 1954, 115,500 pounds of Para- 
thion (one of the organic phosphates) as 
1 per cent dust was used in Louisiana.' 
In 1955, this figure had risen to 440,000 
pounds. Parathion employed in the liquid 
form had increased in amount from 1,500 
gallons in 1954 to 2,000 gallons in 1955. 
The figures for the year 1956 are not yet 
available but a marked increase in the use 
of organic phosphate insecticides will cer- 
tainly be noted. In the year 1957 even 
greater quantities of the organic phos- 
phates will be employed in this State as 
there is now greater insect resistance than 
ever before to all other insecticides. An 
examination of Figure 1. will reveal that 

LOUISIANA 


COTTON PRODUCTION 
1956 







Boll weevil resistance to 
insecticides except organic 
phosphates 


oO Cotton : thousands of bales 


Figure 1. Louisiana cotton production and boll 
weevil resistance 1956. (Courtesy of K. L. Cocker- 
ham). 
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the insect population of Northeast and 
Northwest Louisiana cotton fields are re- 
sistant to all insecticides but the organic 
phosphates. It is from these regions that 
the greatest number of poisonings due to 
these agents is to be expected. 

In order of decreasing toxicity, the or- 
ganic phosphate insecticides that may be 
employed in the State of Louisiana during 
the 1957 crop-spraying season are: TEPP, 
Parathion, Demeton (Systox), Guthion, 
and Malathion. Of these compounds Para- 
thion and Malathion will probably be used 
in the largest quantities, in the form of 
both dusts and sprays. These agents will 
be applied to the crops by aircraft and 
tractors. Of the above mentioned agents, 
only Malathion is readily available to the 
home-gardener. Malathion is marketed in 
the form of aerosol bombs and flake form 
to be used in the home for fly and other 
insect pest control. Fortunately Malathion 
is not nearly as toxic to the human as thé 
other organic phosphates, although sever- 
al cases of poisoning have been attributed 
to it.?5 

MODE OF ACTION 

The organic phosphates have a common 
mode of action: they depress the cholines- 
terase system of the body. The cholines- 
terases comprise a vital enzyme system, 
one function of which is intimately con- 
cerned with transmission of the nerve 
impulse. One form of cholinesterase is 
concentrated in the region of the nerve 
synapse, and is just as essential in nerve 
impulse transmission as is acetylcholine. 
It is well known that acetylcholine is 
formed at the synapse at the arrival of 
the nerve impulse and it is this agent that 
stimulates the next nerve to discharge. 
Actually, the cholinesterase destroys the 
acetylcholine almost as rapidly as it is 
formed at the synapse. In so doing, the 
cholinesterase prevents an accumulation of: 
acetylcholine and repetitive firing of the 
neuron and a prolongation of the refrac- 
tory period is avoided. 


If the cholinesterase activity is de- 
pressed by one of the organic phosphates 
there will be no enzymatic destruction of 
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the acetylcholine and the distal nerve of 
the synapse will be repeatedly fired by the 
high levels of acetylcholine that will ac- 
cumulate. Consequently, the effect of the 
organic phosphate will be mirrored by the 
symptoms and signs of an _ overactive 
nervous system. Not all parts of the 
nervous system are known to function by 
means of the acetylcholine-cholinesterase 
system. The parasympathetic nervous sys- 
tem, the central nervous system, and the 
* motor end plates of the nerves supplying 
the skeletal muscles do function by means 
of this chemical system. Therefore, poi- 
soning by any of the organic phosphates 
will be clinically indicated by an apparent 
overactivity of the parasympathetic nerv- 
ous system, bizarre functioning of the 
central nervous system, and manifesta- 
tions of hyperactivity of the skeletal mus- 
cles. 
CLINICAL SIGNS AND SYMPTOMS 

Long lists have been prepared of the 
clinical manifestations of this type of 
poisoning.®.* However, these are hard to 
visualize and recall. Instead of such a 
list a drawing of a hypothetical case of 
organic phosphate poisoning is presented 
as Figure 2. The sketch of this man shows 
many of the most easily recognizable signs 
of organic phosphate poisoning: pinpoint 
pupils, a tense and anxious expression, 
profuse perspiration, abdominal distress, 
respiratory difficulty, weakness, and in- 
voluntary urination. Other signs and 
symptoms not so readily shown by such a 
drawing are: profuse salivation, wheez- 
ing, muscular hyperactivity and fascicula- 
tion, involuntary defecation, and coma. Of 
course, one individual may not show all 
of these signs and symptoms. The symp- 
toms may progress rapidly from the ini- 
tial, barely recognizable changes from nor- 
mal, to extreme symptoms and death. 
Hours, or in very severely poisoned cases, 
only minutes may pass from the onset of 
symptoms to coma and ensuing death. 

BLOOD CHOLINESTERASE LEVELS 

In addition to the clinical signs and 
symptoms, the laboratory may be of aid 
in the diagnosis of organic phosphate 
poisoning. Two members of the family 
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Figure 2. 
organic phosphate poisoning. 


A sketch of a hypothetical victim of 


of cholinesterases are present in the blood: 
true or red blood cell cholinesterase is con- 
centrated in the red blood cells, and plas- 
ma or pseudo cholinesterase is found in 
the plasma. The former type is similar 
to that found in the areas of the nervous 
system previously mentioned. Both of 
these members of the enzyme family are 
inactivated by the organic phosphates. The 
laboratory determination of the blood 
cholinesterase levels may be of help in the 
diagnosis of organic phosphate poisoning. 
As the true or red blood cell cholinesterase 























level of an individual is remarkably con- 
stant regardless of health or disease,’ it 
is a better guide than the serum or pseudo 


cholinesterase as the latter may vary 
widely in disease and nutritional states. 
It must be emphasized, however, that few 
clinical laboratories are prepared to de- 
termine blood cholinesterase levels.* Also, 
the acute phase of organic phosphate poi- 
soning will not wait for laboratory work. 
The patient may be recovered or dead 
before the blood can be analyzed. The 
blood cholinesterase is useful in proof of 
poisoning and in following the recovery. 


The determination of the blood cholines- 
terase level is useful in another way. Rou- 
tine, periodic blood cholinesterase level 
determination is an excellent way to fol- 
low persons who handle the organic phos- 
phates as part of their daily work. A 
drop in the blood cholinesterase level is 
an indication of exposure to the organic 
phosphates. The individual may then be 
removed from contact with the agents 
until he has regained near-normal blood 
cholinesterase activity. This also serves 
as a method of detecting breaks in the 
handling procedure that lead to exposure 
of the personnel. Furthermore, it would be 
valuable to have a_ precontact baseline 
cholinesterase determination for each per- 
son who routinely handles these toxic or- 
ganic phosphates. 


The organic phosphates are agents with 
a true cumulative type of action. The de- 
pression of the cholinesterase by them is 
extremely rapid (within a matter of min- 
utes in cases of severe poisoning), but 
recovery of the normal body cholinesterase 
levels is slow. Indeed, it requires approxi- 
mately four months for the cholinesterase 
within the erythrocytes to return to nor- 
mal after severe organic phosphate poison- 
ing. Thus, while an individual may have 
recovered from an episode of poisoning 





* The author’s own laboratory will carry out 
determinations of the blood cholinesterase on a 
research basis only. He is interested in cases of 
organic phosphate poisoning and will be happy 
to trade cholinesterase determinations for know- 
ledge of cases. 





FETTY—Organic Phosphate Insecticide Poisoning 





161 


insofar as his clinical appearance is con- 
cerned, the cholinesterase reserves of the 
body will not return to normal for months. 
It is during this period of time that the 
individual is more susceptible than usual 
to a second depression of the body cho- 
linesterase by the organic phosphates. 
ATROPINE AS AN ANTIDOTE 

Fortunately, for this type of poisoning 
a fairly effective antidote is available. 
This is atropine, but it is effective only 
if employed in large quantities. Also, it 
must be kept in mind that atropine is 
effective in reversing the signs and symp- 
toms referable to the discharging para- 
sympathetic nervous system only. The 
drug is not of value as far as the central 
nervous system or skeletal muscle aberra- 
tions are concerned. The initial dosage of 
atropine that is usually recommended is 
2 to 4 mgm. (1/30 to 1/15 grain) given 
by the intravenous or intramuscular route. 
This initial dose serves two functions. In 
the first place, it may succeed in reducing 
the severity of the symptoms. Secondly, 
it serves as a therapeutic trial and is a 
means of proof of whether or not the pa- 
tient has actually been poisoned by one 
of the organic phosphates. The patient 
with organic phosphate poisoning is singu- 
larly resistant to the action of atropine. 
A dose of 2 mgm. is sufficient to dry the 
skin and mucous membranes and to dilate 
the pupils of any normal individual. In 
the organic phosphate poisoned patient, 
however, such a dose of atropine may 
have little if any effect. After waiting 
ten to twenty minutes after the trial dose 
of atropine, in the absence of a noticeable 
“atropine effect” the patient may be con- 
sidered to be poisoned with one of the 
organic phosphates and more atropine 
should be given. Huge amounts of atro- 
pine may be necessary; 30 mgm. has been 
required in the first hour of therapy in 
some instances. In giving the atropine, 
the effects of the atropine are “titrated” 
against the effects of the poison. Pupil 
size, perspiration, and salivation are per- 
haps the best signs to serve as “indicators” 
in this titration. 
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OTHER THERAPEUTIC MEASURES 

Atropine is not a therapeutic panacea. 
The person poisoned with an organic phos- 
phate will be helped by atropinization 
but may demand other therapeutic meas- 
ures. The usual cause of death in organic 
phosphate poisoning is respiratory failure. 
This is brought about by several mechan- 
isms: the central depression of respira- 
tory activity, paralysis of the muscles of 
respiration, the accumulation of tracheo- 
bronchial secretions tending to block the 
airway, the aspiration of saliva and vomi- 
tus by the comatose patient, and pulmo- 
nary edema secondary to anoxia brought 
about by the above-mentioned factors. 
Thus artificial respiration may be abso- 
lutely necessary."” A second main point 
must not be neglected. This is that 
many of the organic phosphates may cause 
poisoning by being absorbed through the 
intact skin as well as by mouth or via 
the respiratory tract. The contaminated 
clothes of the victim must be removed 
and the body surface washed in an effort 
to avoid continuing absorption of the 
agent through the skin. The physician 
and his aides must avoid contact with the 
contaminated skin and clothing if they 
are to remain unaffected by the _ toxic 
agent. Also, the patient must be watched 
even after signs of adequate atropiniza- 
tion appear, for the effects of the atropine 
may wear off before the organic phos- 
phate in the body has produced its maxi- 
mum effect or has been detoxified. Re- 
peated atropinization may be necessary. 


PROBLEMS IN THERAPY 

One of the main problems in the ther- 
apy of poisoning with the organic phos- 
phates is iatrogenic in nature. This is the 
reluctance of the physician to give ade- 
quate amounts of atropine because of fear 
of poisoning the patient with the thera- 
peutic agent. This attitude of the physi- 
cian is understandable but regrettable. It 
has resulted in unnecessary loss of life. 
Gordon and Frye" have pointed out that 
the therapeutic dose of atropine 0.5 mgm. 
(1/120 grain), as traditionally employed 
by physicians, is but a small fraction of 
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the lethal dose of the drug. In the adult 
the lethal dose is in the neighborhood of 
100 mgm., approximately 200 times the 
traditional therapeutic dose, and 50 times 
the recommended initial therapeutic dose 
in the case of organic phosphate poison- 
ing. Also, the patient with organic phos- 
phate poisoning is extremely resistant to 
the action of atropine so that an unusu- 
ally large safety factor is automatically 
“built-in” for the physician’s convenience. 


A second problem, which may be an 
indirect result of the physicians’ goodwill, 
is posed by individuals taking atropine 
more or less routinely in an effort to fore- 
stall organic phosphate poisoning. The 
physician may initiate this by giving a 
prescription for atropine to an individual 
who handles or works with the organic 
phosphate insecticides. The physician in- 
tends the atropine to be used only in the 
event of poisoning. However, exposure to 
the toxic agent and actual poisoning are 
nearly synonomous terms to many lay 
persons. The atropine is then taken after 
the first exposure to the organic phos- 
phate, the expected symptoms of poison- 
ing do not develop, the prescription is re- 
filled, the atropine is used again, and a 
routine of taking the drug is firmly es- 
tablished. Of course, atropine is not an 
agent which will prevent poisoning by the 
organic phosphates so that the prophylac- 
tic use of the drug is of no value. Worse 
still, the atropine, by blocking some of the 
signs and symptoms of organic phosphate 
poisoning, may give a false sense of se- 
curity to an individual with early intoxi- 
cation, and thus withdrawal from contact 
with the organic phosphates may be post- 
poned until too late. Personnel who are 
routinely handling these organic phos- 
phates should be cautioned not to take 
atropine in a routine, prophylactic manner. 

An ever present problem is that of pro- 
tection of the person handling these toxic 
agents. Circumstances of exposure to 
these agents will vary so much that hard 
and fast rules cannot be established for 
the conduct of all persons. Exposure by 
mouth, respiratory tract, and skin must 
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be avoided in any case. Frequent changes 
of clothing and daily (at least) showers 
are in order for those in close contact 
with the organic phosphates. If the in- 
dividual works in closed areas, then res- 
pirator and protective clothing are essen- 
tial. If in the open, every effort should be 
made to stay up-wind from the handling 
area or during the spraying activity. Even 
in open areas respirators and protective 
clothing should be worn by those actually 
employed in the mixing and filling of 
tanks with the organic phosphates. Im- 
mediate removal of contaminated clothing 
and bathing of the contaminated individu- 
al is indicated. Empty containers used to 
keep organic phosphate should be burned 
or buried. Many children have been ex- 
posed and some have died as a result of 
playing with discarded containers. Pilots 
who spray these agents should be particu- 
larly careful. The basic rules for pilots 
to follow have been well outlined.'? Pilots 
should not fly through their own spray- 
mist. They should always stand up-wind 
when their airplane is being loaded. The 
pilots should certainly have routine blood 
cholinesterase determinations. Many other 
simple precautions might be mentioned 
but they have been well discussed by 
others.!* 


It has not been the author’s intention 
to do more than merely outline the hazard 
that is posed in the State of Louisiana by 
the widespread use of the organic phos- 
phate insecticides. Such an extensive liter- 
ature is available for reference that a 
complete bibliography would be far too 
long to append. Only a few worthwhile 
references are listed. Many cases of or- 
ganic phosphate insecticide poisoning are 
to be expected during the current crop 
spraying season. It is hoped that this 
brief outline will help physicians in the 
detection and care of such human victims 
of the modern war against insect pests. 

CASE REPORTS 

Brief reports of four cases are pre- 
sented below. These cases have been se- 
lected from many instances of organic 
phosphate insecticide poisoning that oc- 
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curred during the crop dusting season of 
1956. These cases all occurred in Louisi- 
ana, and were investigated by the author. 
They have been selected to illustrate the 
principles of treatment, and the problems 
noted above. 


Case No. 1. Fifteen year old white male: This 
lad was employed as a “mixer” of insecticides. 
On the particular day in question he was wearing 
a raincoat, gloves, and a respirator. At 11:15 
a.m. he was opening cans of 25 per cent Para- 
thion, and complained of being weak. A few min- 
utes later he was unable to coordinate his move- 
ments well enough to hit a chisel with a hammer, 
this being his way of opening the cans of Para- 
thion. He was perspiring profusely but becyuse 
of the heat of the day and his heavy clothing 
this was not considered cf importance. At abcut 
11:45 a.m. he was unable to work, was given 
two 1/150 grain atropine tablets, and was brought 
to the hospital. In the hospital at 12:10 p.m. 
physical examination revealed profuse sweating, 
a marked tremor of the hands, and normal sized 
pupils which reacted only sluggishly to light. No 
further atropine was given, the patient was ob- 
served for the remainder of the day and that 
night and was discharged the next day. The 
blood cholinesterase level was approximately 50 
per cent of normal. 


Comment: It is difficult to determine 
just how the exposure took place in this 
case. The boy was adequately protected. 
Perhaps the mask leaked or the filter ele- 
ments may have been exhausted by long 
use. This is a relatively mild case of 
Parathion poisoning, but it is just such 
an individual as this boy who should not 
be in contact with the organic phosphates 
until the blood cholinesterase is back to 
normal levels. 


Case No. 2. Thirty-one year old white male. 
About July 20, 1956, he began spraying Methyl 
Parathion on crops with his airplane. The in- 
secticide storage tank was in the front cockpit 
of the aircraft, and this tank developed a slight 
leak that allowed the Methyl Parathion to leak 
onto the pilot’s leg. The leak was a minor one, 
but it persisted for several days, and the patient’s 
coverall leg was occasionally wet through with the 
insecticide mixture. On August 2, the pilot was 
noted to be “grouchy” by the farmer who em- 
ployed him. On the next day he noted weakness 
and abdominal cramping. He landed his airplane 
and by the time he was on the ground he was 
nauseated. Vomiting and diarrhea rapidly fol- 
lowed. He took two 1/100 grain atropine tablets 
on four occasions but vomited them each time. 
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He was then taken to the hospital and there 
given atropine intravenously. He was observed 
in the hospital to have narrow pupils, to be pro- 
fusely perspiring and salivating, and to have a 
“eoarse tremor of the hands. The blood cholines- 
terase level showed zero activity. One week after 
the acute episode the blood cholinesterase was 
only 10 per cent of the normal level. 

Comment: The route of exposure is 

clear in this case. The pilot of an airplane 
faces an additional hazard due to organic 
phosphate poisoning. The pupils may be 
-narrowed and accommodation may be im- 
paired making depth and distance judge- 
ment poor. This has contributed to many 
aircraft accidents. 
No. 3. Forty-four year old Negro. At 
about 7:00 a.m. this man began spraying a small 
crop with a TEPP spray. This insecticide was 
applied with a small hand-sprayer. No protec- 
tive clothing was worn, and no respirator was 
employed. Within two hours he began to feel 
weak and noted that his muscles “twitched”. 
These symptoms were soon followed by abdominal 
cramps, nausea, and then vomiting. He felt so 
bad that he stopped work by 11:00 a.m. The pa- 
tient entered the hospital emergency room by 
1:05 p.m. and very shortly thereafter became 
comatose. Atropine was given and the patient 
responded. Multiple doses of atropine were given 
after the initial success. By 9:00 a.m. the next 
day the patient felt well. The blood cholinester- 
ase level was 5 per cent of normal. 

Comment: This is a severe case of or- 
ganic phosphate poisoning. Without ther- 
apy this man might have died. TEPP 
is the most potent of the organic phos- 
phate insecticides and should never be 
handled without adequate protective cloth- 
ing and equipment. 

Case No. 4. Twenty year old Negro. This man 
was employed as a “flagger” in the cotton fields. 
He was occasionally actually slightly dampened 
by the spray as it was released from the airplane. 
A spray of 1 per cent Methyl Parathion had 
been used for several days and this man had 
been exposed to the spray for several days. On 
the day in question, he began work at 5:30 a.m. 
He felt dizzy in the early morning and had 
vomited once by 10:00 a.m. Weakness progressed 
rapidly and he was aware of close objects but 
could not see distant objects clearly. By 10:30 
a.m. these symptoms were so prominent that he 
was taken to a hospital where atropine in an un- 
known quantity was administered. He felt better, 
and after resting for the day he was able to 
work (at another job on the same plantation) the 
next day. During the remainder of the day of 
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poisoning and the next day, cigarettes did not 
taste good and actually made him feel sick. The 
blood cholinesterase level was approximately 40 
per cent of normal. 

Comment: This is a mild case of or- 
ganic phosphate poisoning. The patient’s 
reaction to cigarettes is a not uncommon 
history in this type of poisoning. The 
patient’s employer showed excellent judge- 
ment in removing him from further ex- 
posure to the organic phosphates. An in- 
dividual in such an exposed job should be 
provided with a respirator and proper 
protective clothing. 
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of the birth canal are second only to uter- 
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ine atony as a major cause of postpartum 
hemorrhage; therefore, their prevention, 
recognition, and prompt treatment assume 
high significance. 

Our discussion will be limited to con- 
sideration of lacerations of the external 
genitalia, perineum, vaginal mucosa (in- 
cluding hematomata), and the cervix per se. 
Tears extending beyond the internal cer- 
vical os, and injuries to the urethra and 
bladder, will be excluded since they war- 
rant separate studies. 


HISTORY 

Ancient medical writers recognized the 
importance of preventing lacerations when 
possible. Hippocrates, about 400 B.C., rec- 
ommended oily salves and relaxing douches 
to soften the structures; and Soranus, in 
the second century, advocated manual sup- 
port of the perineum. Repair of perineal 
lacerations was suggested and practiced 
by Paré and his pupil Guillemeau, in the 
16th century. This principle became ac- 
cepted practice in the middle of the 17th 
century. It is said that Paré not only 
advised repair of lacerations, but, at sub- 
sequent delivery, he incised the scar so 
that it would not obstruct delivery. In 
Zurich, Jacob Rueff, in 1554, is said to 
have first recorded a case of puerperal 
hematoma. In 1742, Sir Fielding Ould, 
the Second Master of the Rotunda Hospi- 
tal, was one of the first to perform 
episiotomy. Other famous names of the 
18th century are associated with efforts 
to prevent perineal trauma. Ritgen and 
Schultze made numerous small incisions 
at the introitus; while Scanzoni recom- 
mended two lateral incisions; and Credé 
and Tarnier suggested one oblique incision. 
In 1810, Michaélis advocated incision of 
the perineum. That there were contrary 
opinions is evident in the first American 
textbook on obstetrics, whose author, Sam- 
uel Bard, stated in the fourth edition 
(1817), that “stitches” in the perineum, 
“__ do more harm than good”. Roux, of 
Paris, is credited with being the first to 
suture the ruptured female perineum in 
i834. The first episiotomy in America 
was performed in 1851 by V. H. Taliafer- 
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ro, In 1874, Emmet called attention to the 
importance of lacerations of the cervix 
in a paper entitled, “Lacerations of the 
Cervix as a Frequent and Unrecognized 
Cause of Disease” (as quoted by Thoms). 
GENERAL CONSIDERATIONS 

Generative tract lacerations play a much 
greater role in the etiology of postpartum 
hemorrhage than is generally recognized. 
Tears of the clitoris and of the vestibular 
bulbs may cause serious hemorrhage as 
may ruptured varices in the vulva and 
vagina. Perineal and lower vaginal tears 
may bleed less dramatically. Cervical lac- 
erations, especially those associated with 
high vaginal tears, may bleed profusely. 
While all of these lesions are most fre- 
quently the result of operative vaginal de- 
livery, it is important to remember that 
they may also follow spontaneous delivery. 

Because continuous bleeding from so- 
called minor sources is often ignored until 
the signs of shock appear, such bleeding 
may be just as dangerous as the sudden 
loss of a large amount of blood. Figure 
1 demonstrates some of the multiple sites 
of birth passage lacerations. 


Factors influencing the incidence and 
etiology of lacerations of the genital tract 
are worthy of enumeration: spontaneous 
and operative deliveries; congenital abnor- 
malities of the maternal soft parts; pelvic 
contraction; size, presentation and posi- 
tion of the fetus, and the relative propor- 
tion of the presenting part to the birth 
canal; prior scarring from infection, in- 
jury, and surgery; the presence of vulvar, 
perineal, and vaginal varices; abnormali- 
ties of uterine action such as precipitate 
labor and delivery, uterine inertia with 
resultant prolonged labor, and induced and 
stimulated labor which may bring about 
violent labor. Other circumstances are: 
differences in tissue elasticity and/or fri- 
ability among patients; tumors; the age 
of the patient; and the general condition 
of the patient as determined by exhaus- 
tion, dehydration, and the presence of 
complicating disease. All these factors 
may exist alone or in combination. 

Two important principles in the diag- 
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nosis of birth canal lacerations are, an 
ingrained awareness on the part of the 
physician of their possibility; and the 
immediate, routine, and meticulous inspec- 
tion of the entire tract following all de- 


Y POST. 
FORNIX 


Multiple sites of birth passage lacerations. 


liveries. The latter is especially important 
when dealing with aseptic and nonsterile 
spontaneous births. Continued vaginal 
bleeding after efficient uterine contrac- 
tion demands inspection and re-inspection 
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f the birth passage. Proper conditions 
for adequate inspection include: aseptic 
technique (thus the patient who has “pre- 
cipitated” must be prepared and draped) ; 
standard equipment for repair; an assis- 
tant to provide exposure by retraction; 
and appropriate lighting. Upward dis- 
placement of the cervix (after its inspec- 
tion) by means of a vaginal pack (‘“‘tail’”’ 
or “tagged’”) will facilitate inspection of 
the entire’ vaginal tract (see Figure 2). 








Figure 2. Vaginal pack in place. 


In this way lacerations may be seen, and 
early hematomas can be seen or palpated 
and treated before they reach serious pro- 
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portions. Such a pack further serves to 
keep the contracted uterus out of the pel- 
vis, thus enchancing its contractility and 
limiting blood loss during any necessary 
repair. 

Complications and sequelae of birth 
tract tears may embrace postpartum hem- 
orrhage, with its consequent anemia, and 
predisposition to infection; puerperal infec- 
tion; chronic local infection such as cervi- 
citis; and the following results of anatomi- 
cal injury, which in turn produce func- 
tional disability: urethrocele, cystocele, 
rectocele, enterocele, perineal relaxation 
and gaping (with muscular atrophy in 
some cases), detachment of the vaginal 
tube from its paravaginal attachments, 
descensus uteri, and fecal and/or urinary 
incontinence. 


Consideration of the treatment of any 
traumatic lesion must include prophylaxis 
as well as proper anatomic repair. One of. 
the outstanding examples of “preventive 
surgery” is the obstetrical episiotomy. 
This concept is not generally accepted 
since in Great Britain many object to 
“routine” episiotomy because it converts 
every delivery into an operative procedure 
(Kerr and Moir). The attitude toward 
prophylactic episiotomy in many sections 
of this country is epitomized by Lull and 
Kimbrough who write: “It is safely stated 
that all deliveries with forceps should be 
preceded by a prophylactic episiotomy and 
its routine use could well be applied to 
spontaneous deliveries as well. Certainly 
any danger of tear demands episiotomy, 
regardless of the type of delivery. If these 
principles are applied the introitus is pre- 
served as a nulliparous one and requires 
episiotomy in any future delivery.” Gainey 
found the vagina to be most vulnerable to 
injury, and stated that while episiotomy 
does not guarantee against damage to the 
levator muscles, it does protect the tri- 
gone of the urogenital diaphragm, and 
prevents unnecessary distention and elon- 
gation of the vaginal tube which could 
lead to disturbance of the attachments of 
the vagina to its paravaginal tissues. He 
believes that the latter produces the most 
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serious and permanently disabling func- 
tional damage of all the lower tract in- 
juries. 

Proper anatomic repair of all lacera- 
tions should be performed immediately 
after delivery for the following reasons: 
hemostasis and the prevention of hemato- 
mas; the elimination of open sources of 
puerperal infection; advantage is taken of 
the increased vascularity and physiologic 
hypertrophy of the tissues in pregnancy 
‘ which favorably influence healing; and 
reduction in the incidence of many of the 
sequelae. Blood replacement and the ad- 
ministration of appropriate antimicrobial 
agents, when indicated, are integral parts 
of the general therapy. Vaginal pack and 
retention catheter are used as required, 
and postpartum vaginal constricting ex- 
ercises complete the general considerations 
of management. 

LABIAL AND CLITORAL LACERATIONS 

Because of extreme vascularity, labial 
and clitoral tears bleed profusely. Their 


repair should be immediate, and is per- 
formed by using fine catgut on an atrau- 


matic needle. Counter pressure with a 
gauze pad and ‘T’ binder may be required. 
LACERATIONS OF THE PERINEUM 

Lacerations of the perineum are the 
most common of all the tears in the 
genital tract, at least they are the most 
generally recognized. We prefer the older 
classification of these lesions: 

Ist Degree: Involves the mucosa and 
the skin with perhaps some fibers of the 
superficial muscles. 

2nd Degree: Involves deeper structures 
of perineum. 

3rd Degree: 
muscle. 

4th Degree: Involves the anal wall. 
While this may be cumbersome, it serves 
to denote the extent of the damage. An 
episiotomy may extend and become either 
a third or a fourth degree laceration. 

Repair of the first degree tear consists 
of restoring the mucosa, any deep struc- 
tures which are involved, fascia and skin. 
Second degree laceration repair requires 
suture of the levator ani and any other 
deep muscles involved. The sphincter ani 


Involves the sphincter ani 
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muscle must be united in third degree 
tears, and some make a great point of 
suturing the capsule as well as the muscle. 
The anal wall must be sutured in repair- 
ing a fourth degree laceration. There are 
several views with regard to fine points 
in the technique of fourth degree repair: 
whether to tie knots in the fascia or in 
the lumen of the bowel; whether or not 
to include the fascia in the repair; and 
whether or not actually to enter the rectal 
mucosa with the needle and suture ma- 
terial. In our opinion, minutiae of tech- 
nique are of much less importance than 
proper anatomic repair. 


LACERATIONS OF THE VAGINAL MUCOSA, AND 
VAGINAL HEMATOMATA 


The extent, degree and location of vagi- 
nal lacerations will vary according to the 
circumstances. They may be found in con- 
junction with or independent of perineal 
tears. Sulcus tears are frequently seen 
following forceps deliveries in which the 
fetal head has been rotated. According 
to Bubis, “It is impossible to conceive how 
such damage can be avoided when the soft 
tissue of the birth canal is ground between 
two firm, unyielding forces: the fetal 
skull held by steel obstetrical forceps, and 
the bony structures of the pelvis”. Con- 
tinuous lock stitch suture would seem to 
be preferable for hemostasis in the re- 
pair of mucosal lacerations, the deeper 
structures having first been united. Some- 
times a vaginal pack may be advisable for 
counterpressure, but it must be inserted 
carefully so as not to further traumatize 
friable tissues; it is therefore suggested 
that the pack be lubricated lightly with 
some antibiotic ointment as it is being 
placed in the vagina. Constant and pro- 
longed pressure exerted by the fetal head 
upon the vaginal mucosa will ultimately 
interfere with the circulation and may 
produce conditions simulating ischemic or 
pressure necrosis. This state of the tissues 
plus any type of delivery will result in the 
frequent production of deep vaginal lacer- 
ations and predispose to vaginal hemato- 
mata. Some writers believe that there is 
a higher incidence of hematomata in asso- 
ciation with toxemias. 





SAVAGE—Lacerations of the Birth Canal 


Shulman and his associates state that, 
‘Postpartum hematomas are frequently 
vreventable. Accurate hemostasis during 
suture of episiotomy, more routine choice 
of the median episiotomy where anatom- 
ically smaller blood vessels are present, 
avoidance of the pressure necrosis of pro- 
longed labors and the trauma of difficult 
forceps deliveries are important factors 
in preventing hematomas.” 


In our experience most vaginal hemato- 
mata occur in the area of the mucosa op- 
posite the ischial spines at the midpelvic 
plane. 


The incidence of vaginal hematomata 
cannot be estimated accurately for many 
apparently go unnoticed and must there- 
fore be self limited, but they are probably 
more frequent than is generally recog- 
nized. Almost always they may be de- 
tected by routine inspection of the vagina 
as shown in Figure 2. Manual palpation 
of the vaginal walls will often detect a 
crepitant or fluctuant area which has not 
yet become visible. The larger masses will 
be purple in color in contrast to the dark 
red of the remainder of the vaginal mu- 
cosa. In treating these hematomata, which 
we always hope to detect in their incipient 
stage, we have devised a simple and effec- 
tive technique which may be epitomized 
as follows: incision, evacuation and deep 
suture ligation (Figure 3). With the scis- 
sors a 2 to 3 centimeter incision is made 
in the vaginal mucosa at the apex of the 
hematoma. A finger is then inserted to 
assist in the evacuation of clots, and the 
entire area is squeezed gently as one would 
expel seeds from a grape. Firm pressure 
is made over the site until the sutures are 
placed. One or two, single zero or double 
zero “figure-of-eight” chromic catgut su- 
tures (depending on the size of the inci- 
sion) are then inserted so as to include 
the pelvic cellular tissue if the hematoma 
is in the upper third of the vagina, the 
levator ani muscles and fascia in the 
middle third, and the bulbocavernosus and 
the vestibular bulbs in the lower third. 
This simple procedure avoids the long, 
difficult and often fruitless search for a 
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bleeding point or points, and precludes 
the necessity of inserting an infection- 
producing pack into the hematoma cavity. 
The rich venous plexus on the vaginal tube 
communicates freely with the vesical, pu- 
dendal, and hemorrhoidal plexuses, which 
accounts for the free bleeding and hema- 
tomata encountered in connection with 
trauma to the vagina. The area is fre- 
quently observed and palpated during epi- 
siotomy repair to make certain that bleed- 
ing has ceased. Final inspection is made 
after completion of the episiotomy repair. 
If the hematoma has been more than 
about 5 cm. in diameter, a catheter is 
placed in the bladder and a moderately 
tight vaginal pack, lubricated with a light 
coating of an antibiotic ointment, is in- 
serted. The catheter and the pack are re- 
moved eight to twelve hours later. The 
writer has used this method with complete 
satisfaction over a period of years with- 
out recurrence or sequelae. It is felt that 
these results were achieved only because 
of early detection and prompt treatment. 
Antimicrobial agents for systemic action 
were not used routinely. Vaginal hemato- 
mata would seem to occur more frequent- 
ly in association with forceps rotation of 
occiput posterior, but since they are found 
for the most part on the same side as the 
occiput, we believe that the long continued 
pressure of the occiput in one posterior 
quadrant of the vagina is a real contrib- 
uting cause. Since many small hemato- 
mata undoubtedly go undetected and must 
be self limited, many will wonder why 
bother with the small ones at all. The 
underlying principle of treatment is the 
prevention of the large hematomata (all 
of which must have a small start). Their 
much dreaded sequelae are: tissue devital- 
ization and destruction, serious blood loss 
sometimes accompanied by shock, and con- 
sequent morbidity due to these factors, 
plus infection. 

If small immediate hematomata go un- 
detected, the large delayed variety may 
result. These may be labial or paravaginal 
according to whether they are located in- 
ferior or superior to the levator muscles 
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Figure 3. 


and fascia. The labial type may involve 
contiguous tissues, while the paravaginal 
form, by upward dissection, extend to the 
base of the broad ligament and point 
above the inguinal ligament; or they may 
even extend to the iliac fossa and upward 
to the renal area finally reaching the dia- 
phragm. Active treatment is to be insti- 
tuted if the hematoma is becoming pro- 
gressively larger. Local incision is used 
for the labial type, while the abdominal 
approach is usually preferred for those 
hematomata developing above the pelvic 
fascia. Clots are evacuated and hemo- 


Exposure and treatment of early vaginal hematoma. 


stasis by suture is secured if bleeding 
points are discoverable. A tight pack is 
placed in the cavity and a vaginal pack is 
inserted for counterpressure. Such packs 
are left in place for from twelve to 
twenty-four hours and are removed grad- 
ually. As adjunct therapy, blood replace- 
ment and broad spectrum antibiotics are 
essential. 
LACERATIONS OF THE CERVIX 

“Lacerations of the cervix are of fre- 
quent occurrence, and are seldom recog- 
nized, even at the time of labor. The 
tissues are then so soft that, without the 











ent has passed beyond the cervix into 
1e vaginal and connective tissues, it can 
‘arcely be detected by mere digital ex- 
amination, and will escape observation 
nless an unusual amount of hemorrhage 
hould exist as a consequence.” Thus 
vrote T. A. Emmet (as quoted by 
Thoms), in 1875. The frequency of oc- 
-urrence and the association of cervical 
lacerations with postpartum hemorrhage 
vere noted by this eminent author. 


It is considered almost impossible for 
the normal cervix to withstand the enor- 
mous dilatation consequent upon passage 
of the fetal head without sustaining some 
injury. Such injury may vary from minor 
mucous tears to the rare annular detach- 
ment. Between these extremes there will 
be found unilateral or bilateral tears, 
usually lateral, from less than 1 cm., to 
those involving the entire cervix; stellate 
lacerations; and the uncommon anterior 
and posterior tears. In addition to the 
factors listed under the etiology of lacera- 
tions in general, other factors involving 
the cervix may be outlined. Forceps ap- 
plied inside the cervix to act as a dilator 
may lacerate the cervix; this we trust is 
now a completely abandoned practice. A 
cervix which completely effaces before it 
is more than 3 em. dilated, may become 
so thin that with even normal uterine 
contractions, it may suddenly lacerate 
rather than dilate. Extensive laceration 
in such an attenuated cervix should be 
expected and will be found difficult to 
repair owing to its very lack of sub- 
stance. Rupture of the membranes prior 
to less than 50 per cent effacement of 
the cervix may predispose to lacerations. 
It is well to remember that cervical lacera- 
tions following precipitate delivery may 
often be as extensive as those following 
operative delivery; therefore, it is impor- 
tant to inspect the cervix following every 
delivery. In the repair of cervical lacera- 
tions interrupted or continuous lock stitch 
sutures may be used according to prefer- 
ence, the latter requiring less time to in- 
sert. Probably the most important point 
in the technique of the repair is to be 
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certain that the first suture is one half 
to one centimeter above the angle of the 
wound in order to secure any vessels 
which may have retracted. All sutures 
must include the circumcervical fascia, 
and some prefer not to invade the endo- 
cervix, while others believe this makes 
little difference. The last suture should 
approximate the squamocolumnar junction 
as accurately as possible. 


SUMMARY 
1. Lacerations of the birth passage are 
the second major source of postpartum 
hemorrhage. 


2. The two most important principles 
in the diagnosis of lacerations are: aware- 
ness on the part of the physician of their 
possibility, and the immediate, routine and 
meticulous inspection of the entire tract. 
A method to facilitate the latter is de- 
scribed. 


3. Treatment of lacerations of the birth. 
canal is considered under prophylaxis, and 
active measures including hemostasis, ana- 
tomic repair, blood replacement, and anti- 
microbial therapy when indicated. A meth- 
od of early detection and prompt active 
treatment of small vaginal hematomata, 
before they become formidable, is pre- 
sented. 
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REPORT FROM THE TUMOR 
REGISTRY, CHARITY HOSPITAL OF 
LOUISIANA AT NEW ORLEANS, 
1948 - 1955 
EDWARD T. KREMENTZ, M. D.* 
RUDOLPH J. MUELLING, JR., M. D.+ 
MARION WOGAN ¢{ 

NEw ORLEANS 

In June, 1953, the Tumor Registry of 
Charity Hospital of Louisiana at New 
Orleans which had been established in 
October, 1947, was reorganized and ex- 
panded. This was accomplished through 
the cooperation of the sponsoring agencies 
consisting of the American Cancer Society, 
Louisiana Division, the Louisiana State 
Department of Health, Charity Hospital, 
and the Medical Schools of Tulane and 
Louisiana State Universities. Technical 
advice and assistance was provided by our 
consultants at the Statistical Research 
Section of the Medical and Scientific De- 
partment of the American Cancer Society. 
The governing board of the Registry pres- 
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of Louisiana at New Orleans. 
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cine. 
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advice of B. Aubrey Schneider, Sc. D. and Abra- 
ham Ringle of the above department in the prep- 
aration of this study. 
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ently consists of representatives from the 
institutions mentioned above and from the 
Louisiana State Medical Society. 


The Registry has abstracted and coded 
records of all patients with malignant dis- 
ease retroactive to January 1948, and has 
recorded all new accessions since then. 
This information together with the annual 
informational follow-up has been trans- 
ferred to IBM punch cards. The original 
Registry, which merely accumulated a sim- 
ple identification file of cases together 
with limited follow-up for a_ selected 
group, has been developed and streamlined 
into one which provides easily accessible 
material that can be massed for analysis. 
Thus, the tedious task of reviewing thou- 
sands of case histories has been reduced 
to summarizing the accumulated data 
through electric machine accounting. A 
portion of this data relative to end results 
was used at the Third National Cancer 
Conference held in Detroit this past June 
and is incorporated in the report “Cancer 
at Mid-Century”.? More recently the Reg- 
istry became one of eleven hospital regis- 
tries in the country cooperating with the 
Cancer Chemotherapy National Service 
Center of the National Cancer Institute 
in studies directed toward the accumula- 
tion of detailed information of large 
groups of cancer cases as a base line for 
evaluation of the results produced by can- 
cer chemotherapeutic agents. In addition, 
the medical staff at Charity Hospital and 
various persons concerned with cancer con- 
trol on a local, state, and national level 
have been provided with information for 
teaching and research. Also, this proto- 
type Registry has offered advice and assis- 
tance to other hospitals in the state in 
establishing their own registries. 

In general, the operation and organiza- 
tion of the Registry is patterned after 
that described in the “Manual for Regis- 
tries and Cancer Clinical Activities of the 
American College of Surgeons’”.® It has 
been necessary to adapt the program to 
the particular situations that arise at 
Charity Hospital and this will be reported 
subsequently. 
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STATISTICAL ANALYSIS 

From this collection of information of 
‘ancer illness at Charity Hospital for the 
period 1948-1955, a statistical analysis was 
made by our consultants at the Statistical 
Research Section of the American Cancer 
Society. The forthcoming presentation is 
based on this study. 

Total Cases: A total of 12,488 cases 
have been diagnosed during the period 
1948-1955. For these eight years an aver- 
age of 1,561 new cases were diagnosed 
per year. This figure will be slightly 
larger since the number of cases in 1955 
represents an incomplete coverage as not 
all of the cases for that year have been 
abstracted and coded in time for analysis. 

Race and Sex: The distribution of cases 
for white and non-white represents 51 
per cent and 49 per cent respectively, 
which indicates a slightly larger percent- 
age of white cases, although the ratio for 
hospital admissions and clinic visits in 
1953 was 1 white to 2.2 non-white. The 
large number of non-white cases on Pedi- 
atrics and Obstetrics weights the total 
number of admissions toward the non- 
white group. The number of admissions 
in 1953 to Obstetrics was 1,990 white 
women compared to 13,155 non-white; the 
Pediatric admissions were 1,350 white to 
2,796 non-white.® It must be realized that 
these patients are in the younger age 
groups and do not supply a proportionate 
number of cancer cases. 

The ratio of male to female cancer cases 
was 53 per cent to 47 per cent. The large 
number of skin cancers treated at this 
hospital influences the totals for both male 
and white cases as most of the skin lesions 
occur in the white male. A total of 1,785 
skin cancers were diagnosed and treated 
at Charity Hospital during 1948-1955. The 
numbers of white and non-white skin 
cases were 1,654 white to 131 non-white; 
1,074 white males to 61 non-white males, 
and 580 white females to 70 non-white 
females. In 1947, the total incidence rate 
of cancer in New Orleans for whites as 
reported in the Public Health Service 
monograph on “Cancer Illness in New Or- 
leans” § was 69 per cent greater than for 
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non-whites (434 per 100,000 compared 
with 257). Again, the greatest difference 
between whites and non-whites occurred 
in cancer of the skin. When this factor 
was eliminated, the rate was reduced 
from 69 per cent to 39 per cent. In com- 
paring the sex difference the opposite is 
true since in 1947 the recorded cancer 
incidence rate in New Orleans among fe- 
males in each race exceeded that for males; 
whereas at Charity Hospital there were 
more cancer cases in males than in fe- 
males. This may be attributed to the 
proportionately large number of skin, res- 
piratory and digestive cancers developing 
in men. 

Site: The largest number of cancers in 
the female occur in the uterus (including 
cervix), breast is second with approxi- 
mately half as many cases, which is of in- 
terest and local importance (Figure 1). 
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Figure 1—Percent of female cancer cases by 
site. 
In many reports breast cancer is the most 
common female carcinoma. In 1947, the 
survey in New Orleans showed the breast 
cancer incidence to be 43 per 100,000 
population as compared to 41 for all uter- 
ine cancer. In Connecticut for the period 
1935-1951 there were 9,037 cases of cancer 
of the female genital organs and 9,299 
cases of female breast cancer. In addition, 
the incidence of breast cancer compared 
to uterine cancer as expressed in percent- 
age is 21.7 per cent to 18.9 per cent, 
according to both the American Cancer 
Society and the ten city survey conducted 
by the United States Public Health Serv- 
ice.7,;* Several reasons have been advanced 
why this is not so at Charity Hospital. 
This reversal may be due to the availa- 
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bility of x-ray therapy at Charity Hospi- 
tal, for many patients with cervical and 
uterine carcinoma are referred here for 
treatment by physicians and other hospi- 
tals throughout the state. It may also be 
due to the fact that cervical carcinoma is 
more common in the colored race. The 
New Orleans survey in 1947 showed a 
comparative incidence of 85.8 per 100,000 
for uterine carcinoma in whites to 99.2 in 
non-whites. In the ten city survey con- 
ducted by the United States Public Health 
Service in 1947, it was observed that the 
high rate of genital cancer in the negro 
female is due almost entirely to cancer of 
the cervix with an incidence of 39.1 per 
100,000 for whites to 78.8 for negroes.* 
In all probability both factors, referral of 
patients for x-ray therapy and the high 
incidence of cervical cancer in the colored 
female, contribute to the explanation of 
the high incidence of cervical cancer at 
Charity Hospital. 

In males, digestive organ malignancies 
rank first with respiratory system in a 
close second (Figure 2). In other areas 
prostatic cancer forces male genital cancer 
into second place.! 

Comparison of the sexes and sites shows 
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Figure 2—Percent of male cancer cases by 


site. 


that in males the respiratory system is 
18.3 per cent and in females 2.4 per cent. 
In women, cancer of the uterus, breast 
and digestive organs represented about 64 
per cent of all female cancer, while among 
the men 72 per cent of all male cancer was 
from digestive organs, respiratory, skin 
and genital organs (Figures 1 and 2). 
Microscopic Confirmation at time of 
Diagnosis: It is gratifying to find that 
malignancy was confirmed microscopically 
in 87 per cent of the cases over the eight 
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year period. This percentage is very high 
when compared with data from other 
areas: New York State, exclusive of New 
York City, 1952, 71 per cent; Chicago in 
1947, 72 per cent; Pittsburg and Detroit 
in 1947, 74 per cent, respectively; and for 
Connecticut in 1950 for cases reported by 
hospitals only, 86 per cent. The figure 
for microscopic confirmations at Charity 
Hospital has gradually risen from 85 per 
cent in 1948 to 91 per cent in 1955. 

Stage of Disease at Time of Original 
Diagnosis: Localized malignancies in the 
white were much higher than in the non- 
white (Figure 3). Localized cancer was 
diagnosed in the white in 50 per cent of 
the cases and in only 30 per cent of the 
non-white. The large number of skin 
cases for white, which fall into the local- 
ized stage, influences the ratio of white 
and non-white. Most frequently diagnosed 
in the early stage were cancers of the 
skin, buccal cavity and pharynx, male 
genital organs and urinary tract (Figure 
4). Those of the digestive and respiratory 
organs were least frequently diagnosed in 
the early stage. This is understandable 
since these sites are less accessible and 
seldom produce early symptoms. 


The yearly increase in localized disease 
in the white group was much more appar- 
ent than in the non-white for all cases 
combined. The question was raised as to 
whether this reflected a failure of the 
public education programs of the con- 
cerned agencies or whether this was a 
result of other factors. Studies duplicat- 
ing Figure 3 were performed for lung, 
stomach, breast, and cervix. In the latter 
two sites there was a definite increase in 
localized disease during the course of the 
study for both races. With lung and stom- 
ach, the percentage of localized disease re- 
mained stationary for both races. Thus 
we know no satisfactory explanation for 
these particular observations. 

Sex and Age: The average for males is 
61 years and for females is 55 years. 
Among males, the rate remains low until 
the age of 35 when a sharp rise to a peak 
at 65 years occurs, after which the rate 
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Stage of disease at diagnosis by race and by year of diagnosis. 
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drops. On the other hand, among females 
the rise begins about the age of 25, ten 
years earlier than the males. A _ peak 
occurs between the ages of 55 and 64 
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though this is not significantly higher 
than the figures for ages 45 through 54 
years (Figure 5). There is a less gradual 
decrease in females after the peak than 
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SEX AND AGE 
Figure 5—Percentage distribution of cancer cases by sex and age. 


in males. Very little variation according 
to sex occurs in the young up to the age 
of 14 or in the aged above 85. 

Survival: Total survival rates by sex 
reveal 33 per cent of the females survived 
as compared to 23 per cent for males. 
Five year survivals were 33 per cent for 
white as compared to 23 per cent for 
non-whites. For all cases the five year 
survival rate was 28 per cent which is 
the same as was reported by Connecticut 
for the period 1940-1944. Localized cases 
had a 53 per cent five year survival as 
compared with 22 per cent for regional 
metastases and 2 per cent for remote 
metastases (Figure 6). This emphasizes 
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Figure 6—Survival of cancer cases by stage 
at diagnosis. 


the importance of early diagnosis in suc- 
cessful treatment of cancer. Five year 
survivals ranged from a high of 65 per 
cent for skin to a low of 7 per cent for 
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Figure 7—Survival of cancer cases by site. 


leukemia and lymphoma (Figures 7 and 
8). 
DISCUSSIONS 

This first over-all statistical analysis 
of the Registry has provided information 
concerning the size and nature of the 
cancer problem in Charity Hospital. Such 
a medical audit may be used for evaluating 
the progress over a period of years, point- 
ing out the areas where improvement can 
be made in the treatment of cancer. From 
this analysis it would appear that im- 
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Figure 8—Survival of cancer cases by site. 


provement may be made in the following 
areas: 

Early Diagnosis: A larger percentage 
of patients should be diagnosed within 
early stages of the disease. Future prog- 
ress in this direction would indicate con- 
tinued efforts in education of the laity 
and increasing awareness on the part of 
the physician for early detection and im- 
provements in the method of diagnosis. 

Follow-up: In order to compute survival 
rates, which is essential in evaluating the 
results of diagnosis and therapy, follow-up 
for the lifetime of the patient is necessary. 
In this study the number of cases eligible 
for a possible five-year or more survivor- 
ship were adequately followed; whereas 
in those having been diagnosed and treat- 
ed for a shorter period of time, only 78 
per cent have been adequately followed. 

Although the Registry is responsible for 
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informational follow-up, which is merely 
obtaining information as to the condition 
of the patient at a given time, there is 
need for extended service follow-up in 
order to keep the patient under medical 
supervision. Service follow-up would in- 
sure the following: (1) keeping suspected 
cases of cancer under observation until a 
definite diagnosis has been established; 
(2) seeing that the diagnosed patient re- 
ports for treatment, and (3) assuring that 
the treated patient reports for periodic 
check-ups in order to detect early any 
evidence of recurrence. 

Finally it is hoped that the Registry, 
with a periodic evaluation of case materi- 
al, will be a guiding force in delineation of 
deficient areas in cancer diagnosis and 
therapy. 
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THE PHYSICIANS AND THE 
LOUISIANA STATE DEPARTMENT 
OF PUBLIC WELFARE 
There are many things about the Lou- 
isiana State Department of Public Welfare 
and its medical care program that the 
physicians of Louisiana need to know. 
The understanding of its operations and 
our relation to it will lead to better care 
for the indigent, a saving for the tax- 
payer, and will help to maintain the phy- 
sician in a position where he can prevent 
this care from gradually developing into 
a system of state medicine. To orient our- 
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selves in the realization of the magnitude 
of the problem it must be viewed in the 
light of figures which are an eminent con- 
cern to us as citizens and as physicians. 


The population of Louisiana is approxi- 


mately 3 million. Through the Welfare 
office 110 million dollars, more or less, 
is paid to the beneficiaries of that depart- 
ment who number about 240 thousand. 
Fourteen million dollars a year are being 
paid to these beneficiaries for medical 
care. Approximately 30 per cent of this 
has been paid to fourteen hundred doctors 
in the State for their part in furnishing 
this care. Some seven thousand of the total 
number of beneficiaries receive special 
grants for medical care, amounting to 
approximately $22 a month. 


It is clear, therefore, that we are in- 
volved in an extensive and important un- 
dertaking. Down through the ages, the 
indigent have been given medical service 
by the physicians. During a great part of 
our medical past this care of the indigent 
has involved principally the time and ef- 
fort of the physician. In the present year, 
care entails a great deal more than the 
services of one person, namely, the physi- 
cian, and has become a most involved and 
expensive commodity. At this point the 
State has stepped in with the resources 
supplied by taxation to provide the neces- 
sary medical care for the indigent, and to 
pay for the employment of physicians who 
furnish it. This brings a third party into 
the patient-physician relationship. While 
not pleasing to the traditions of medicine 
as inherited from the past and confirmed 
in the present, it has been accepted by the 
profession to be applied in this limited 
field and thought to be in the best inter- 
ests of the patient. 

It is obvious that physicians’ service 
could be supplied by the Department of 
Public Welfare on a per capita basis, or 
on a clinic basis, or on a free choice of 
physician and fee for service basis. We 
consider it is greatly to the credit of the 
Department that they have chosen the 
latter, and except under certain special 
conditions the welfare recipient choses his 
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physician so far as office and home care 
is concerned. Hospitalization in our State 
is provided through the system of State 
charity hospitals, as is well known. 

The aims of the Welfare Department 
and of the medical profession are in the 
interests of the sick indigent person. It 
is desirable that the relationships between 
the welfare agencies and practicing phy- 
sicians should continue to be cordial and 
on an ethical level in keeping with their 
aspirations. In the furtherance of such 
projects the Department of Public Welfare 
of the State of Louisiana has come to the 
Louisiana State Medical Society and is re- 
questing our cooperation in various phases 
of their program. They request that the 
State Society approve the establishment, 
both past and future, of medical examin- 
ing boards in the Parishes wherever pos- 
sible. They request that a Medical Ad- 
visory Board be approved and appointed 
and that the “vendor payment plan” of 
paying physicians for their services be 
approved. The latter means that in the 
future the physician will be paid by the 
Department of Public Welfare directly; 
whereas in the past it was the responsi- 
bility of the patient to pay the physician 
with the monies furnished him by the 
Department. The Executive Committee of 
the Society has approved this threefold 
plan. Medical Examining Boards are now 
operating in forty-four Parishes, and the 
need for their service is just as keen in 
the other twenty. The functioning of these 
boards relieves the individual physician, 
who is often the family physician, of the 
undivided responsibility of saying who 
should benefit from the welfare program 
and what medical care they should receive. 
Their operation through a period of years 
would make possible rehabilitation in a 
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certain proportion, and reduce total medi- 
cal expense. The function of the Medical 
Advisory Board will be to give profession- 
al advice in standardization procedure and 
planning. 

The advantages of the “vendor payment 
plan” will be obvious in that the physician 
will know that his patient is a welfare 
recipient; will know approximately what 
the wishes of the Welfare Department are 
for the patient’s care; and will know the 
limitations of his position. It is antici- 
pated that this system of payment will 
come into operation slowly, but it is rec- 
ognized that a sharp stimulus to its estab- 
lishment exists in the expanded social 
security disability payment program of 
the federal government, which is expected 
to be operating on July 1, 1957. 

It is fully recognized that the average 
physician’s mind is preoccupied with dis- 
ease processes and emotional reactions of 
sick people. He transfers his thinking. 
with difficulty into fields of legal record 
keeping, trick questions, and crossed an- 
swers. Involved procedures within this 
red tape are obnoxious to him. The De- 
partment of Public Welfare, however, has 
promised to make the processes that per- 
tain to records as simple as possible con- 
sistent with good professional and _ busi- 
ness practice. 

This program of the Department of 
Public Welfare of this State presents an- 
other situation in which the cooperation of 
the medical profession will contribute to- 
wards the public good. At the same time, 
it will assist in maintaining the profession 
in a position where it will be able to pro- 
vide good medical practice and prevent 
bureaucratic domination. Under such con- 
ditions, we will be able to continue as free 
physicians and avoid state medicine. 





ORGANIZATION SECTION 
The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 
An informed profession should be a wise one. 


REPORT OF THE PRESIDENT 
The Medical Society year, now concluding, has 


been far from uneventful, and some of these 
events may well influence the future complexity 
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of our practices. 

Almost at the beginning we were enmeshed in 
hearings and conferences in an effort to prevent 
passage of bills to license chiropractors. These 
efforts were successful, but left us uncomfor- 
tably aware that the victory was only a delaying 
action. Regardless of the facts that we were 
scientifically justified and morally obligated to 
oppose this legislation legalizing quackery, it was 
apparent that most legislators and many doctors 
were not aware of the true nature of chiroprac- 
tic. Renewed and reinvigorated efforts at pro- 
fessional, public and legislative information about 
the nature and aims of chiropractic must be car- 
ried out NOW. To wait until just prior to the 
legislative session, as we have been wont to do, 
is to court defeat of our efforts. The Society 
owes a debt of gratitude to the Public Policy 
and Legislation Committee, particularly the Bat- 
on Rouge members, for their alertness and un- 
tiring efforts in its behalf. 

During the past few months, the Medicare Pro- 
gram of military dependency care has become 
effective. This was preceded by numerous con- 
ferences, and meetings by officers and the Com- 
mittee on Federal Medical Services. As a result, 
a contract and fee schedule between the Louisi- 
ana State Medical Society and the Defense De- 
partment were negotiated, in Washington, with 
the Continental Service Life and Health Insur- 
ance Company as our fiscal agent. The fees 
agreed on, for a trial period of six months, were 
for a very liberal maximum allowable. Members 
have been cautioned against charging this maxi- 
mum allowable if it is greater than their aver- 


age fee. To do so will certainly result in a 
downward revision of the fee schedule. This 
Medicare Program, while encouraged by the 


AMA, to reduce the load of dependent care by 
military installations, and thus reduce the need 
for expanded defense department personnel and 
facilities, is indeed true federalized medical care. 
It may well be an entering wedge for expanded 
federal medical care to increasing segments of 
the population and its operation and future is of 
direct concern to every practicing physician. 
Recently, at the request of the Louisiana De- 
partment of Welfare, an Advisory Committee to 
the Welfare Department has been authorized and 
is being created. Also a vendor system of fee 
for services rendered is to become effective, with 
the Committee on Medical Indigency advising 
and establishing a fee schedule. This is not an 
expansion of State Welfare Medical Services, but 
a better controlled and coordinated operation, in 
which the Medical Society has been asked to, and 
has accepted, an increasing advisory contact with 
the policies and operation of the medical division 
of the Welfare Department. 
At the time of this writing, plans are being 
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formulated in Louisiana to implement a nation- 
wide polio vaccination program. 

Dr. Matas’ “History of the Louisiana State 
Medical Society” has been published by the 
Committee of the Society under the chairman- 
ship of Dr. Isidore Cohn, Sr. This has been a 
monumental task in accumulating, editing and 
publishing this book. It is urged on each mem- 
ber of the Society that he purchase a copy, not 
only because of its historical importance, but 
because the Committee has reported the need of 
the financial aid from sale of the books. 

Civil Defense is increasingly becoming a way 
of life. Doctors are not alone in their inertia 
and apparent disinterest in the problems _ in- 
volved. It is our opinion that the State Society 
should take a more active part in indoctrinating 
and training not only doctors, but related per- 
sonnel in the medical aspects of disaster plan- 
ning. 

We have officially visited Lake Charles, Mon- 
roe, Alexandria and Shreveport during the year, 
and are grateful for the efforts of all members 
and particularly the members and chairmen of 
the various committees. Particularly to be com- 
mended for efforts in behalf of the Society are 
Dr. I. W. Gajan (Committee on Federal Medical 
Services), Dr. H. H. Hardy (Committee on Medi- 
cal Indigency), Drs. Arthur Long, Henry Jolly 
and Jos. Sabatier (Committee on Public Policy 
and Legislation). All committees have functioned 
faithfully, but these in particular, have had more 
than their share of problems. It has been a great 
privilege to serve as President. 


RECOMMENDATIONS 

1. Constant surveillance and evaluation of 
the Medicare Program. 

2. Renewed and invigorated efforts of public 
and professional education regarding the evils of 
chiropractic. 

3. Increased leadership in planning and dis- 
seminating, to the medical profession and allied 
fields, a knowledge for management of casual- 
ties in major disaster. 

4. Efforts to further the sale of Matas’ “His- 
tory of the State Medical Society” to all of the 
members. 

PAUL D. ABRAMSON, M.D., President 


ANNUAL MEETING 

This is to remind you again that the annual 
meeting of our Society will be held on May 6, 
7 and 8, at the Roosevelt Hotel in New Orleans. 

We would like to see a record attendance, and 
especially so to do honor to and show our appre- 
ciation to, Dr. Dwight H. Murray, President of 
the American Medical Association who will grace 
our meeting as the annual orator for the open- 
ing session, to which the public is invited, on 
Monday night in the University Room of’ the 
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Roosevelt Hotel. Dr. Murray will also address 
the House of Delegates on Monday morning. 


Another added attraction will be on Monday, 
May 6, between 1:00 and 2:00 p.m., in the In- 
ternational Room when a closed-circuit televised 
seminar will be presented for the first time on 
the program, of five State Societies at the same 
hour. The participating states will be Florida, 
Kansas, North Carolina, Oklahoma and Louisi- 
ana. The program will originate in Chicago and 
is being produced by Smith, Kline and French 
Laboratories in cooperation with the five State 
Societies amd the AMA. We feel sure you will 
not want to miss the opportunity of seeing such 
a telecast. 


We will also have on the program seven out- 
of-state guest speakers who will, we feel sure, 
bring you messages of a scientific nature which 
will be worth taking home for use in your daily 
practice. 

Don’t forget the annual banquet for all regis- 
tered members and their wives to be held in the 
International Room on Wednesday night at 8:00 
o’clock. 

Don’t disappoint us. 
your meeting. 


Let us see you at this— 


C. Grenes Cole, M. D. 
Secretary-Treasurer 


Dr. Aims McGuinness Says * 
GOVERNMENT SET TO BOLSTER PRIVATE 
MEDICAL INSURANCE 

The Government has no intention of taking 
over prepayment health insurance but it’s ready 
to give a push to private and nonprofit organiza- 
tions seeking to extend coverage to the 60 


million Americans who have no health insurance 
at all. 


This was the gist of Dr. Aims C. McGuinness’s 
message to representatives of medicine, labor, 
management, and government in a round-robin 
discussion of the mounting costs of medical care. 
The new medical affairs assistant to Secretary 
Marion B. Folsom of the Department of Health, 
Education and Welfare was the Government’s 
spokesman at the session, sponsored by the Medi- 
cal Society of the State of New York as part of 
its sesquicentennial program. 


Gaps in Coverage 
Despite progress in broadening voluntary pre- 
payment, Dr. McGuinness said, “there are impor- 
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tant gaps and limitations in the coverage,” es- 
pecially for the aged, farmers, small - factory 
workers, the self-employed, and those “consid- 
ered substandard risks because of chronic illness 
or disability.” Only 10 million persons—or one- 
seventeenth of the population—have any kind of 
“major medical’ insurance. 

For this reason, he said, the Administration 
is supporting legislation—similar to its proposals 
last year—to ease antitrust regulations so that 
some 700 private or nonprofit insurance organi- 
zations can pool their resources and experience 
to develop better coverage. Dr. McGuinness said: 


“Because large insurance companies are gen- 
erally able to undertake necessary experimenta- 
tion and expansion on their own this program 
would be limited to companies doing less than 
one per cent of the total commercial health in- 
surance business, or to voluntary associations 
such as Blue Cross and Blue Shield.” 


While not commenting directly on this new 
legislative proposal, Dr. Elmer Hess, former 
president of the AMA, said the medical profes- 
sion still stands four-square against any “Feder- 
al compulsory medical care programs such as 
the various Wagner-Murray-Dingell bills.” 


Favors ‘Free Choice’ 

The profession, however, is by and large ac- 
cepting the Government’s “Medicare” program 
for servicemen’s dependents, Dr. Hess said. “We 
are attempting to make it a success because it 
offers free choice of physician. 

“But we have more or less opposed certain 
other plans under which a third party comes be- 
tween the physician and the patient,” he added. 
“It is obvious why this is true, for it is axio- 
matic that the fellow who pays the bills, calls 


the shots. If free choice goes out the window, 
compulsion comes in. We are opposed to com- 
pulsion.” 


Speaking for labor, James A. Brindle, United 
Auto Workers’ social security director, quoted 
Benson Ford, vice-president of the Ford Motor 
Co., as saying: “Inclusive health care should 
provide to every American citizen, at a cost he 
ean reasonably meet, all the services necessary 
to keep him healthy and productive. ...I am 
not in the least worried about the so-called 
threat of socialized medicine.” 


* Reprinted from Medical News. 
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MEDICAL NEWS SECTION 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
Caleasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 

every month Indepencence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 
POSTGRADUATE COURSE IN INTERNAL day, June 5. Thus, for the first time in history, 


MEDICINE 
AMERICAN COLLEGE OF PHYSICIANS 
Shreveport, Louisiana 

A postgraduate course in Internal Medicine 
has been arranged by the American College of 
Physicians and will be offered by Louisiana State 
University School of Medicine, Postgraduate Di- 
vision, May 20-24, 1957, at Shreveport, La. in 
the Confederate Memorial Hospital. 

Officers of instruction will consist of a guest 
faculty and members of the LSU School of 
Medicine faculty. In this course, no attempt will 
be made to review or even touch upon all fields 
of internal medicine. Rather it is intended to 
afford discussion of certain phases which are of 
current medical importance, as well as problems 
which ordinarily are not considered in postgrad- 
uate courses in Internal Medicine. Lectures are 
to be supplemented by case presentations or 
ward rounds. 

Where facilities are available these courses 
sponsored by the American College of Physicians 
are open to nonmembers with adequate pre- 
liminary training. Registrations from nonmem- 
bers of the College must be received at least 
three weeks in advance of the opening of the 
course. 


Fee for the course: Members of the American 


College of Physicians, $30.00 per week; non- 
members $60.00 per week. 

Inquiries should be addressed to Mr. E. R. 
Loveland, Secretary, 4200 Pine Street, Phila- 


delphia 4, Pa. 





HARVEY TERCENTENNIAL CONGRESS AND 
AMERICAN MEDICAL ASSOCIATION IN 
TRANSATLANTIC HOOK-UP 

Two of the world’s great medical confraterni- 
ties—the physicians of the United States and the 
United Kingdom—will be linked across the At- 
lantic via the new underseas cable on Wednes- 


two medical conventions on different continents 
will be in direct, two-way communication. 


Arranged by Smith, Kline & French Labora- 
tories, Philadelphia pharmaceutical manufactur- 
ers, the hook-up will join the American Medical 
Association, then in annual session in New York, 
and the Harvey Tercentenary Congress, con- 
vened in London to commemorate the 300th 
anniversary of the death of William Harvey, the 
English physiologist who first described the cir- 
culation of the blood. 

Fittingly, doctors both in New York’s Carne- 
gie Hall and London’s venerable Great Hall of 
the Royal College of Surgeons will discuss: ‘The 
Results of Cardiac Surgery.” 

Invitations will be sent members of the medi- 
cal profession to attend the Carnegie portion of 
the meeting, which gets underway at 10:15 a.m. 
(EDT). 

In New York, the participants will include 
Drs. Michael E. De Bakey, Baylor University, 
chairman of the American panel; Alfred Blalock, 
Johns Hopkins University; John H. Gibbon Jr., 
Jefferson Medical College; Frank L. A. Gerbode, 
Stanford University, and George E. Burch, Tu- 
lane University. 





TEACHERS OF ESOPHAGEAL SPEECH NOW 
DISTRIBUTED OVER THE STATE 
Trained teachers of esophageal speech are now 
located in every section of Louisiana as a result 
of a course offered for speech therapists by the 
division of Graduate Medicine at Tulane School 
of Medicine. The course was also sponsored by 
the Vocational Rehabilitation Division of the 
State Department of Education and the Louisi- 
ana Division of the American Cancer Society. 
Louisiana speech therapists who took the 
course are: Miss Nell Allen, Alexandria; Mrs. 
Betty Peavy, Lake Charles; Mrs. Julia Arnold, 
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Baton Rouge; Dr. Harold Starbuck, Natchitoches, 
and Charles W. Campbell, Hammond. , 


Qualified teachers of esophageal speech al- 
ready teaching are Miss Francis Barnes, Monroe; 
Waldo Wasson, Lafayette, and Dr. Jeannette 
Laguaite, New Orleans. 


Faculty participants in the Tulane course, 
which was offered the week of March 11, were 
Dr. Harold G. Tabb, associate professor of oto- 
laryngology, Dr. Russell R. Monroe, associate 
professor of psychiatry, and Dr. Laguaite, assis- 
tant professor of speech pathology. Guest lec- 
turers were William Waldrop, speech therapist 
from St. Luke’s hospital in Chicago, and Edward 
Tuescher, executive secretary of the Internation- 
al Association of Laryngectomees. 


ANNUAL ASSEMBLY IN OTOLARYNGOLOGY 

The Department of Otolaryngology, University 
of Illinois College of Medicine, announces its 
Annual Assembly in Otolaryngology from Sep- 
tember 30 through October 6, 1957. The Assem- 
bly will consist of an intensive series of lectures 
and panels concerning advancements in otolaryn- 
gology, and evening sessions devoted to surgical 
anatomy of the head and neck and histopathol- 
ogy of the ear, nose and throat. 


Interested physicians should write direct to 
the Department of Otolaryngology, 1853 West 
Polk Street, Chicago 12, Illinois. 


A.M.A. SEX PAMPHLETS NOW IN 
BOOK FORM 
E. P. Dutton and Company is now publishing 
in book form the series of sex pamphlets first 
prepared and distributed by the Joint Commit- 
tee on Health Problems in Education of the 
National Education Association and the A.M.A. 


Auciliary 


183 


The publishing company will concentrate on ad- 
vertising and merchandising the series for over- 
the-counter sales to the public. The original 
pamphlets, however, will continue to be distrib- 
uted to educational, medical, and public health 
agencies. 


BEGIN NEW CAMPAIGN AGAINST 
ACCIDENTAL POISONING 

Medical and nonmedical people have banded 
together in a new all-out war against accidental 
poisoning, which has killed some 15,000 Ameri- 
cans, including 5,000 children in the past decade. 

The latest developments in the intensive cam- 
paign were outlined in a special article in the 
Jan. 12 Journal of the American Medical Asso- 
ciation. 

Much progress has already been made in the 
fight to reduce accidental poisoning. Ten years 
ago it was estimated that every day over 850 
persons became ill and six persons died from 
eating or drinking some poisonous agent. Today 
the rate is 425 nonfatal and three fatal cases 
of poisoning every day. This reduction has oc- 
curred in spite of a growing population and a 
growing number of new potentially harmful 
household items and drugs, mainly because of 
the intensive efforts of many medical and non- 
medical groups. 

Examples of the efforts of various groups 
listed in the article include the Boy Scouts of 
Troop 99 in Montclair, N. J., making door-to- 
door calls on 1,00@ families to warn of the dan- 
gers in home medicine chests, and the Milwau- 
kee Junior Chamber of Commerce sponsoring a 
“Poison Day’ when they handed out warning 
leaflets in shops and on street corners. 
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WOMAN’S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


ORLEANS PARISH 

Mothers and mothers-in-law of the members of 
the Woman’s Auxiliary to the Orleans Parish 
Medical Society were honored at the monthly 
program tea held Wednesday, April 10th at 
2:30 p.m. at the Orleans Club. 

Mrs. Frank S. Oser, Jr. and Mrs. James L. 
Treadway, chairmen of the Auxiliary Essay Con- 
test, were in charge of the program, which con- 
sisted of the reading of the prize winning esseys 
on “The Advantages of Private Medical Care’”’ and 
“The Advantages of the American Free Enter- 
prise System’, written by local high school stu- 
dents. This is the eleventh year that the Auxili- 
ary, in cooperation with the National Association 
of American Physicians and Surgeons Freedom 
Programs, has sponsored this contest. 

Fifty-three essays were submitted by students 


in the 10th, 11th and 12th grades, with eight 
schools participating: Dominican, Ursuline Con- 
vent, Jesuits, Mount Carmel Academy, Warren 
Easton, Fortier, Rugby Academy, and Martin 
Behrman. These essays were judged by Mother 
Teresita, O.S.U., Principal Grade School, Ursu- 
line Academy, Mr. Harry R. Cabral, attorney, 
and Dr. Abe Golden. 

The first place winner of $50.00 is Miss Mari- 
lyn Reilly, Fortier; the second place winner of 
$25.00 is Miss Forrestine Boyd, Fortier; the 
third place winner of $15.00 is Miss Maria 
Cicero, Ursuline Academy; and the fourth place 
winner of $5.00 is Miss Felice Jones, Dominican. 

Mms. Oser and Treadway were assisted by 
their committee: Mms. Edwin Guidry, Benjamin 
O. Morrison, Branch Aymond, Nicholas Chetta, 
Jacques Magne, Fred O. Brumfield, Lawrence 





184 


Kavanaugh, Monte Meyer, Byron J. Casey, Nich- 
olas Montalbano, Calvin Cranfield, William J. 
Rein, Richard Corales, Robert Rougelot, Charles 
W. Peterson, Bruno Mancuso, John Tanner, 
Celeste Wischer, Nathan Gisclair, Joseph Houn- 
tha, Spencer McNair, F. Leo Faust, and Robert 
C. Kelleher. 

Hostesses for the event were Mms. Philip R. 
Lorio, John J. Walsh, Andrew J. Wyly, Winston 
H. Weese, Lawrence L. Washburn, Jr., F. N. 


Book Reviews 


Vallette, Howard J. Tatum, S. E. Taormina, 
Henry K. Threefoot, Andre C. Touset, Robert 
Birchall, Charles L. Brown, Jr., Vincent J. 
Derbes, Vincent DiLeo, Ben Freedman, Julius 
Finklestein, Servando V. Garcia, Louis J. Geh- 
bauer, Norman S. Hunt, Charles C. Jaubert, 
Walter McDowell, Blaise Salatich, A. Seldon 
Mann, and David Freedman. 

Mrs. Robert C. Kelleher, 

Publicity Chairman 


Oo— 





BOOK REVIEWS 


Pain, Its Mechanisms and Neurosurgical Control; 
by James C. White, M.D., William H. Sweet, 
M.D., with psychiatric assistance of Stanley 
Cobb, M.D. and Frances J. Bonner, M.D., 
Springfield, Illinois, Charles C Thomas, 1955. 
pp. 736, 134 illustrations, 53 Tables, Price 
$17.50. 

This monumental collection of personal experi- 
ences systematizes current thought on the relief 
of pain by surgical interruption of neural path- 
ways. It is both lucid and definitive. The au- 
thor’s numerous previous excellent papers and 
monographs have been combined into this single 
volume. Theoretical and anatomical problems are 
amply considered, although some current experi- 
mental data on trigeminal neuralgia is not in- 
cluded. The authors in general limit themselves 
to their own experience. Documentation of their 
cases is as full as necessary for analysis of each 
problem considered, and bibliography is selected 
with discrimination. 

Since this monograph is unusually comprehen- 
sive, many fields of special interest in medicine, 
both preclinical and clinical, will find useful in- 
formation. From the clinician’s point of view 
intractable pain and suffering should be evalu- 
ated for the possibility of relief by surgery. 

The results presented show that it is possible 
to achieve brilliant success with many carefully 
selected cases. Nevertheless, the details of pain 
transmission and interpretation will require much 
further analysis. 

W. RANDOLPH PAGE, M. D. 

Cardiac Diagnosis, A Physiologic Approach; by 
Robert F. Rushmer, M.D. Philadelphia, W. B. 
Saunders Co. 1955. Illus. 447 p. Price, $11.50. 
This is the most refreshing book in Cardiology 

to appear in a number of years. The emphasis 

on the importance of the peripheral circulation is 
commendable, and although some of the clinical 
chapters were thought to be, perhaps, a little 
weak, the chapters on Function of the Normal 

Cardio-Vascular System and Regulation of the 

Cardio-Vascular System were thought to be quite 

good, and contain invaluable knowledge for the 

internist. 
Frep M. HuNTER, M.D. 


Cancer Cells; by E. V. Cowdry, Philadelphia, Pa., 
W. B. Saunders Company, 1955, Pp. 677, Price 
$16.00. 

This excellent work represents many years of 
research and study by an eminent scientist. Rep- 
resentative chapters include those devoted to the 
malignant growth of cancer cells, comparisons of 
the cytoplasm of normal and malignant cells, vi- 
ruses as cancer agents, heredity and so on. More- 
ever prophylaxis is not ignored. There is a most 
interesting discussion on spontaneous disappear- 
ance and change in malignancy of cancer cells. 


Almost all physicians have to deal with cancers 
in some way, directly, or through the effects pro- 
duced. This book therefore should have a particu- 
larly large audience. 

VINCENT J. DerBes, M. D. 


PUBLICATIONS RECEIVED 
The Devin-Adair Company, N. Y.: The Ameri- 
can Fluoridation Experiment, by F. B. Exner, 
M. D., and G. L. Waldbott, M. D. 
Grune & Stratton, N. Y.: Clinical Cardiopul- 
monary Physiology, sponsored by the American 
College of Chest Physicians. 


Little, Brown & Co., Boston: 


Expectant 
Motherhood, by Nicholson J Eastman, M.D., (3rd 
edit., revised). 


Oxford University Press, N. Y.: The Fight for 
Fluoridation, by Donald R. McNeil. 

Philosophical Library, N. Y.: Albert Schweitzer, 
The Story of His Life, by Jean Pierhal; Baruch 
Spinoza, The Road to Inner Freedom, edited by 
Dagobert D. Runes; Experimental Psychology, 
and other essays, by I. P. Pavlov. 

W. B. Saunders Co., Phila.: Dorland’s Illus- 
trated Medical Dictionary (23rd edit.). 

Charles C Thomas, Publisher, Springfield, Ill: 
Diseases and Disorders of the Colon, by Anthony 
Bassler, M.D.; Halsted of Johns Hopkins; The 
Man and His Men, by Samuel James Crowe, M. D.; 
Gynecologic Therapy, by William Bickers, M. D.; 
Brain Mechanisms and Drug Action; A Sympo- 
sium, compiled and edited by William S. Fields, 
M. D. 





